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ABSTRACT

In this paper I will analyze the importance of an
effective Contracting Officers’ Representative (COR)
surveillance plan for managing a coordinated care
program. The surveillance plan I will use as an
example is the plan for the Fort Bragg Mental Health
Demonstration Project. The purpose of the |
demonstration project is to improve the quality of
mental health care for children of military families
for less cost than care from the Civilian Health and
Medical Program of the Uniform Services (CHAMPUS).

While the formal surveillance program did not
begin until after the contract entered its second year
of operation, once the COR began using the surveillance
plan positive results occurred. The major
accomplishments of the surveillance program were
identifying problems in the quality of patient care and
questions about the cost effectiveness of the project.
The contractor and the independent evaluation team
dispute the findings of the COR. This disagreement

highlights the criticality of having indisputable

standards upon which the surveillance plan is based.

The key to a successful coordinated care contract
is to have a well thought out and aggressively executed
surveillance plan.
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AUTHOR’S NOTE

My Graduate Management Project (GMP) focuses on
the criticality of contract surveillance for any
government managed care contract. I selected the
Army’s Mental Health Demonstration Project at Fort
Bragg as the case study for analyzing contract
surveillance. Contract surveillance, by its very
nature, looks for things that are wrong. As a result,
my research on the importance of confract surveillance
will show problems, some of them very serious, with the
Demonstration Project. Due to my narrow focus on the
project it is essential for the reader to avoid judging
the success of the entire project on the basis of the
research presented in this paper. Clearly, it is far
beyond the scope of my paper to determine the degree of
success of the Demonstration Project. For those
readers who are interested in the official evaluation
of the entire project, I included, as Appendix B, the
interim report from Vanderbilt University. (Vanderbilt
University is under contract to evaluate the entire
Demonstration Project to determine the

effectiveness/efficiency of the project.)
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I. INTRODUCTION

Conditions Which Prompted the Study

In 1991, the cost of health care had become front
page news as exemplified by this excerpt from the
Chicago Tribune: health care will cost more than $756
billion or roughly 12.2% of fhe Gross National Product
(GNP) (Beck, 1991). This compares to 1960 when health
care accounted for.S% of GNP (Rowley, 1992). Some
projections estimate the U.S. will be spending $2
trillion on health care by the year 2000 (Rowley,
1992). This enormous expenditure on health services
puts a tremendous strain on all segments of American
society. For example, United States business’s share
of the health care costs in 1991 was $186 billion
(Faltermayer, 1992). Obviously, businesses transmit
these costs back to the consumer. Many business
leaders are citing health care expense as a major
factor preventing American businesses from being able
to compete with oversees businesses.

The cost of health care is not only a concern for
U.S. business leaders but millions of Americans are not
able to afford to access the medical system. Experts
estimate there are 30-37 million Americans without

health insurance and an additional 60 million are

o A
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underinsured (Karlin, 1991 and Rowley, 1992). For
these and many other reasons the cost of health care
has become an item of intense national interest and
debate.

The two most talked about solutions are
"Nationalizing" the health care industry or adopting
the concept of managed health care. The July 29, 1988
edition of Modern Healthcare goes so far as to
speculate that, by 1997, HMOs and PPOs will control 80%
of the health-care market. Fortune magazine goes even
farther by advocating virtually every American should
be a member in some form of a managed care plan
(Faltermayer, 1992). These two articles highlight the
experts in the health care industry belief managed care
is the solution for the 1990s.

The Department of Defense (DOD) is also
experiencing enormous increases in the cost of
providing health care for 9 million eligible
beneficiaries (Pasztor, 1991), of which 6.7 million are
dependents or retirees (Baine, 1991). In addition, the
Department of Defense spends $14 billion on the entire
health care system (Kenkel, 1991a). The Civilian
Health and Medical Program of the Uniformed Services
(CHAMPUS) pays for most of the health care provided to

the 6.7 million dependents and retirees. Moreover,
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from 1981-1991, the Department of Defense CHAMPUS
expe:..se increased from $852 million to approximately
$4.0 billion (Badgett, 1990 and Kenkel, 1991a).
Dr. Enrique Mendez, Assistant Secretary of Defense for
Health Affairs, believes managed care is the solution
to the rapidly rising cost of providing health care
(Pasztor, 1991). Dr. Mendez has empowered the various
services, including the Department of the Army, to
implement managed care (Pasztor, 1991).

A prime candidate for managed care is the area of
mental health services. At the National level, one
survey showed the cost of mental health benefits grew
28% in 1988, which is twice the percentage increase for
other health benefits (Edinburg & Cottler, 1990).
Moreover, this rate of increase is roughly six times
the inflation rate for all goods and services.
Currently, employers spend more than 30% of their
health care dollars on mental health service, including
substance abuse treatment (Belichick, 1991).

The cost of child and adolescent psychiatric
services is the leading cause of the increase in mental
health care costs. From 1980-1984, the number of
children receiving inpatient psychiatric services
increased 450%, from 10,764 to 48,375 inpatients

(Bickman, Heflinger & Pion, 1991). The cost of
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adolescents mental health care increased from $1.5
billion in 1983 to $4.0 billion in 1988 (Belichick,
1991). This may only be the tip of the i~eberg; some
experts believe more than half the children needing
psychiatric care do not receive it (Bickman, et al,
1990). Although, other experts believe inpatient
adolescent mental health services are the most abused
aspect of inpatient services (Belichick, 1991).

In his testimony to Congress, Mr. Baine (1991)
highlighted the concern within the Department of
Defense that mental health services are a major factor
in the continuing increase in CHAMPUS costs. Mental
health care accounted for approximately 18% of all
CHAMPUS costs in 1984 and that percentage is increasing
(Burn, Smith, Goldman, Barth, and Coulam, 1989). From
1985-89, the CHAMPUS cost for mental health services
more than doubled to over $600 million (Byron, 1991).
Mental health services for children and adolescents
account for roughly 73% of the CHAMPUS mental health
expense (Byron, 1991). For example, between 1986 and
1989 the number of admissions for children ages 10-19
increased from 7,500 to 19,288 (Nelson, 1992a).
Additionally, according to the American Psychiatric
Association, large amounts of money are wasted on

psychiatric services because no one is monitoring




5
patient progress (Belichick, 1991). These facts were
central to the Congressional decision to direct the
Department of Defense to undertake a child and
adolescent psychiatric demonstration project in the
Fort Bragg catchment area (Report of the Committee on
Appropriations 100-410, 1987).

Lenore Behar, PHD, was the principle proponent’of
this demonstration project. Dr. Behar is a special
assistant for child and family services for the State
of North Carolina. The demonstration has three main
goals:

1. To demonstrate that an alternative delivery

system (i.e., a full continuum of mental health

services) can provide quality services to more

clients per year for the same cost as for a

traditional approach to service provision.

2. To demonstrate that as an alternative, a full

continuum of mental health services for

children/adolescents can be tailored to the
clients’ needs and thus provide more appropriate
and more cost effective treatment services per
client.

3. To demonstrate the efficacy of a federal-state

contractual agreement in providing mental health

services for military children/adolescents (Behar,




1991).

It is critical to highlight the purpose of the
demonstration is to do more than manage care, i.e.,
provide utilization review and negotiated rates. The
central strategy of the demonstration is to offer "less
expensive substitutes for the more expensive hospital
based care" (Behar, 1992, p.l)

At the heart of any managed care initiative is the
contract. An effective contract spells out exactly
what is to be managed and hov. However, even a well
written contract is subject to failure if it is not
properly overseen. The key element in overseeing a
contract is the surveillance plan. Therefore, this
paper will analyze the surveillance aspect of the
government (DOD/DOA) contracts with the State of North
Carolina to execute this demonstration project. As a
result of the analysis on the contract surveillance, I
will provide an overview of the essential elements of
this demonstration project and some of the lessons
learned from this effort to provide managed care to
child/adolescent mental health services. Moreover, I
will highlight the key elements of the surveillance
program which were most helpful in monitoring the

project.
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Statement of the Management Question
What are the essential elements that make up an
effective surveillance program? (Specifically, a
contract in which the Army contracts with a state
agency to conduct the managed care project through the

use of a civilian not-for-profit subcontractor.)

Review of the Literature

Few Americans would argue that there are serious
problems with the nation’s health care delivery system.
One of the main problems is the cost of health care in
America. Experts expect health care costs to raise
10.7% this year (Cerne, 1992). This percentage
increase will result in Americans spending more than
$817 billion on health care or 14% of the (GNP) (Cerne,
1992). Moreover, the rate of inflation fof the health
care industry is approximately three to four times the
rate of inflation for all other goods and services
(Edinburg & Cottler, 1990).

The nation’s health care system also has a
tremendous problem providing equitable access to health
care for all citizens. The access problem is best
exemplified by the estimated 34 million Americans
without health insurance and another 60 million with

inadequate health insurance (Karlin, 1991).
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The most recently acknowledged problem is the cost
of employees health benefits is eroding U.S. companies’
ability to compete in the world market place. Overall,
employers are paying 20-30% more each year for their
employees’ health care plans (Edinburg & Cottler,
1990). In 1989, spending for health services as a
percent of corporate after-tax profits grew to more
than 100% (Karlin, 1991). So, American businesses
share of the health care bill for 1990, $186 billion,.
exceeds their after-tax profits (Faltermayer, 1991).
"Moreover, the average cost of health coverage went
from $2,600 per employee in 1989 to more than $3,100 in
1990. At this rate, the average health-care premium
will be more than $22,000 per worker by the year 2000"
(Karlin, 1991, p. 1). While there are many other
problems with the U.S. health care system, these three
highlight the crisis facing the delivery of health care
in America.\ Experts in the health care industry are
betting on the concept of managed care being the
solution to this crisis.

Mental health is one of the largest "cash cows" in
the health care industry, and therefore, one of the
main causes for the crisis in health care. The
magnitude of the growth in mental health services 15

exemplified by this quote, "...Psychiatric hospitals
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represented the largest share of market growth for
investor-owned systems. The number of psychiatric
hospitals increased by 9% from 1986-1987, from 297 to
324 hospitals. During the same period, the number of
psychiatric beds jumped 28 percent-from 24,008 to
30,633 beds"® (Martinsons, 1988, p. 52). Additionally,
"The Commerce Department estimates that expenditures in
1990 for health care services in the United States will
exceed $660 billion, or roughly 12% of the gross
national product" (Dorwart, 1990, p. 1088). Dorwvart
indicates mental health care accounts for 12-14% of
that $660 billion (Dorwart, 1990). "A recent survey of
1600 businesses noted that costs for employee mental
health benefits rose 28 percent in 1988, twice the rate
of increase for other health benefits" (Edinburg and
Cottler, 1990, p. 1063).. In firms with more than 5,000
employees, mental health costs grew at more than 47% in
1990 (Mason, 1991). Dr. Borenstein (1990) states the
major portion of this increase is attributable to
adolescent inpatient care or substance abuse treatment.
From 1983 to 1988 the cost of psychiatric services for
adolescents increased from $1.5 billion to $4 billion
(Belichick, 1991). The magnitude of mental health
services is exemplified by the fact that in 1988

Chrysler employees spent as many days in the hospital
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for psychiatric care as they did for all other medical
reasons combined (Longnecker, 1991). This explains the
increase in the number of psychiatric hospitals
tripling over the past decade (Dorwart, 1990).
Clearly, the cost of mental health services is a major
determining factor in the overall cost of health care.
Thus, mental health services are a prime target for the
proponents of managed care.

Managed care is not a new idea. In fact, a large
portion of health care is currently provided through
some form of managed care system. For example,

Dr. Dorwart (1990) says seven in ten Americans find
that their health care utilization is managed through
some type of managed care program. Estimates show
three out of four psychiatric patients will receive
their care from some form of managed care program
(Dorwart, 1990). One of the major reasons for the
switch to managed care programs is cost savings. Due
to a lack of programs to monitor psychiatric patient
care large amounts of money are wasted (Belichick,
1991) . For example, HMOs hospital reimbursement rate
is roughly 40% less than a traditional indemnity plan
(Kenkel, 1988). This trend highlights what several
studies are suggesting: managed care is a more

profitable way to do business. In 1989, Hospitals
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magazine published a study which indicated that "55% of
the HMOs surveyed were profitable compared with 32% in
1988" (Managed Care, 1990, P. 22). The author of the
Hospitals article goes on to say, "Twenty-two percent
of the HMOs expanded benefits in their best-selling
plans in 1989, most commonly adding mental health and
substance abuse treatment" (p. 22). Improved profits
is a major argument for adopting managed care.

To some, this increased profitability is an
interesting paradox, given the purpose of managed care
is to cut costs. A logical assumption would be reduced
costs mean reduced profits. The advocates of managed
care would argue that managed care maximizes
efficiency, and thus, reduced costs is not a mutually
exclusive event from increased profits. In other
words,'managed care is a win-win situation in which the
patients gain by less costly medical care and the
providers gain by greater profit margins. For example,
in 1988, the year HMOs achieved their largest market
penetration, the cost per admission was reduced by $483
which accounted for a $1.04 billion annual savings
(Kenkel, 1992b).

Given the Assistant éecretary of Defense for
Health Affairs mandate to implement the concept of

managed care, I will now briefly examine how managed
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care fits the military health care system. It is
essential to acknowledge the fact that the military
child psychiatric patient population is similar to the
civilian population (Pehrson and Lee, 1991). In order
to best understand how the concept of managed care fits
the military medical system one must understand the
basic structure of the DOD health care system. The
Department of Defense operates a dual health care
system. One eleﬁent is the direct care system which
operates out of DOD treatment facilities and the second
element is CHAMPUS. “CHAMPUS is a medical benefit
program that cost shares charges for medically
necessary treatment provided to eligible beneficiaries
by civilian sources when needed services are not
available from the military direct care systen"
(Badgett, 1990, p. 1). One quick look at the amount of
money spent on CHAMPUS and it is easy to understand why
the military is interested in managed care. 1In fiscal
year (FY) 1981 the Department of Defense spent $852
million on the CHAMPUS program, by FY 1988 the cost had
climbed to $2.5 billion (Badgett, 1990). The CHAMPUS
budget overrun for fiscal year (FY) 1990 was $740
million (Kenkel, 1991c). Mental health care costs
-increased 126% between 1986 and 1989 (Nelson, 1992b).

In 1991, CHAMPUS expenditures for mental health
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services were $631 million (Nelson, 1992b). The
average psychiatric admission costs $25,563 and the
average length of stay is 102 days (Behar, 1991). Add
to these figures the emerging opinion that over 40% of
all child psychiatric admissions are unnecessary and
that over 50% of those admitted could be treated in
less restrictive (and less costly) settings (Behar,
1990). Psychiatric services account for approximately
20% of total CHAMPUS expenditures (Burns, Smith,
Goldman, Barth, and Coulam, 1989).

One of the many managed care experiments the
Department of Defense is pursuing is the CHAMPUS Reform
Initiative (CRI). Foundation Health Corporation is the
civilian managed care group responsible for
administering the health care delivery for all DOD
beneficiaries in California and Hawaii. According to
researchers at the Rand Corporation, CRI appeared to
reduce mental health inpatient expenditures by 17%
between 1987 and 1989 (Kenkel, 1991b). This savings
reduced the mental health care portion of the CHAMPUS
bill from 28% to 22% (Kenkel, 1991b). During the same
time period mental health care costs rose 94% in the
non-CRI ;reas (Kenkel, 1991b). One reason for such
dramatic savings is the Length of Stay (LOS) is only 10

days for CRI patients versus the average from 1984 of
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31 days (Kenkel, 1991b). This reduction in LOS
accounts for the drop in the cost per admission from
$18,539 to $2,515 (Plunkett, 1992). So there is strong
evidence to support managed care as a cost effective
method of delivering mental health care.

Another managed care initiative the Department of
Defense is exploring is the Tidewater Demonstration
Project. The Tidewater Demonstration Project is
designed to reduce the cost of mental health care in
the Tidewater area of Virginia. 1Initial findings are
very encouraging, the project has saved $140 million
(Plunkett, 1992). For example, in May of 1988 there
were 110 children in residential care now there are
only four (Plunkett, 1992). These figures are good
news for everyone concerned with the cost of health
care.

Cost is not the only reason to be concerned about
mental health care provided to CHAMPUS beneficiaries.
Thousands of service members’ children are imprisoned
in psychiatric facilities (Nelson, 1992a). Nelson
(1992b) goes on to state the (LOS) in a mental
treatment facility is highly correlated to how many
days their insurance will pay for, this is particularly
true for children. 1In fact, the average inpatient

length of stay was 35 days for CHAMPUS eligible
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patients versus the national average of 13 days (Burns
et al., 1989). As of May 1992, there are 52 cases, 43
of which involve treatment of minors, of potentially
fraudulent claims for mental health services under
investigation by the Pentagon (Nelson, 1992b). Eighty
percent of these cases are provider fraud (Nelson,
1992b). Nelson (1992b, p. 3) also cites the findings
of a consulting firm which indicates "one-third of
hospital admissions for psychiatric care were
unjustified and two-thirds of the care did not meet -
or couldn’t be proven to meet - Defense Department
standards".

In Nelson’s article (1992b) she highlights a
couple of the most serious abuses of CHAMPUS mental
health benefits. In one case, a provider was indicted
on 74 counts of CHAMPUS fraud; one of the counts is
having sex with patients as part of therapy. Another
case involves a mother and her four year old daughter
being held against their will in a psychiatric hospital
in Texas. CHAMPUS fraud is not a new phenomenon. The
key to preventing fraud is proper oversight by all
levels of the military health care system (Nelson,
1992b).

The Pentagon hired a private contractor to review

137 residential treatment centers (RTC). The
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contractor determined 26, or 19%, should be removed
from the CHAMPUS list of approved providers (Nelson,
1992b). The situation is so serious Congress has a
special committee investigating the problem. The
committee chairperson, Congresswomen Patricia
Schroeder, described the problem this way, "“’Clearly,
this business of treating minds - particularly this big
business of treating young minds - has not policed
itself and has no incentive to put a stop to the kinds
of fraudulent and unethical practices that are going on
(Nelson, 1992b, p.3).’"

Since 1988, Congress initiated several programs to
bring CHAMPUS costs down while improving the quality of
care. These programs are designed to decentralize the
management of the CHAMPUS budget (Badgett, 1990). The
most recent initiative is to allocate all of the
CHAMPUS budget to the catchment area hospital
commander. This managed cafe program has four major
objectives:

1. Contain the rate of growth in CHAMPUS costs.

2. Improve accessibility to health care.

3. Improve satisfaction with health care.

4. Maintain quality of health care. (Badgett,
1990), p. 3)

Managed care seems to be having the desired effect
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in the area of mental health services. Through the use
of managed care programs the CHAMPUS expenditure for
inpatient psychiatric treatment declined from $15.9
million in 1987 to $13.2 million in 1990 (Kenkel,
1991b). This summarizes the argument in favor of
managed care.

While the vast majority of experts in the health
care industry believe managed care is the solution to
the health care crisis, there is growing opposition to
the concept of managing medical care. This debate is
especially keen among mental health care professionals.
The main questions about managed care are: "...whether
it adversely affects the quality of care... [and]
...whether it restricts access to care..." (Dorwart,
1990, p. 1087). Dorwart (1990) goes on to hypothesize
that it is a myth that managed care, by itself, can
control the increase of mental health care costs.
According to the Institute of ﬁedicine, utilization
management is a one-shot savings, not a continuous cost
control (Dorwart, 1990). Moreover, managed care is
leading to rationing. In many states that do not have
mandatory inpatient benefits, HMOs provide little or no
coverage for inpatient psychiatric care (Dorwart,
1990). Dorwart (1990) claims it is a myth that managed

care does not affect the quality of care, implicit in
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cost reduction is lesser quantity and/or quality. For
example, "“60% of psychiatrists responding to a national
survey reported pressure from outside influences to
shorten the length of stay or to discourage treatment
for some patients" (Dorwart, 1990, p. 1090).

Another argument against managed care is the cost
of utilization management may be greater than the
savings (Dorwart, 1990). Some beneficiaries are also
against the concept of managed care because some of
them have been denied access to treatment. Congress is
exploring these concerns on the part of beneficiaries.
The dilemma of menaged care is how to achieve the goal
of insuring high quality mental health services at an
appropriate cost while not denying care to needy
patients (Nelson, 1992b).

Dr. Borenstein (1990) suggests many df the people
conducting psychiatric patient care reviews are not
qualified to make such judgements. Even those wio are
qualified to make judgements about patient care are
under such pressure to contain costs they are unlikely
to be able to make objective decisions on the
appropriateness of treatment (Borenstein, 1990). Dr.
Borenstein (1990) also describes a "sentinel effect" in
which psychiatric patients refuse or discontinue

treatment because they fear a loss of patient
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confidentiality due to the requirement for external
review.

One final problem with plans to adopt a managed
care approach for psychiatric services is psychiatrists
control the delivery of psychiatric services.
Psychiatrists determine how 70% to 80% of the money
used to pay for mental health care will be spent
(Patterson, 19290). Due to this fact, managed care
programs must have the full support of the
psychiatrists in order to be successful. This kind of
consensus among psychiatrists may be very difficult to
obtain.

The military is a microcosm of the national debate
against managed care. Probably the largest DOD managed
care program for mental health services is the
Tidewater Demonstration Project. Some beneficiaries
are accusing the Tidewater Demonstration Project of
denying themvaccess to care (Plunkett, 1992). Some of
these charges stem from the potential conflict o
interest faced by the contractor for the Tidewater
project. The potential conflict in interest arises
from the terms of the contract. The contract sets a
fixed payment amount for the contractor regardless of
how much medical care the contractor provides. 1In

other words, the contractor, First Hospital Corporation
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(FHC), has a very strong financial incentive to deny
treatment (Nelson, 1992a).

Not only is this a potentially harmful situation
for the patient but, CHAMPUS can end up paying twice
for the same beneficiary. This double paying could
occur when a beneficiary in the Tidewater area is
denied care by First Hospital Corporation (FHC) and the
family obtains care outside the Tidewater catchment
area (Nelson, 1992a). In this case, CHAMPUS pre-paid
FHC and then has to pay the provider of the care. A
spin off of this double billing problem is the
possibility that beneficiaries will know to avoid an
assignment to the Tidewater area if they have a problem
child. The net effect of this situation is the
~ Tidewater area has a lower acuity rating which means it
will cost FHC less to pfovide care (Nelson, 1992a).
However, it will cost CHAMPUS more for other catchment
areas.

Other beneficiaries in the Tidewater area complain
of poor quality of care. In one case, a therapist
never asked to see a patient for an appointment, the
patient then committed suicide (Plunkett, 1991).
Government inspectors find a major problem ;ith the

quality of treatment in 20% of the patients (Plunkett,

1992).
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Another major argument against the DOD managed
care initiatives is the program cost shifts. Because
of the CHAMPUS eligibility rules many patients do not
qualify for care under the CHAMPUS program. When
beneficiaries do not meet CHAMP&S eligibility
requirements they must seek care from other
governmental agencies. (Currently, the states are the
primary payers for mental health services (Behar,
1990.) And needless to say, the states are not
thrilled with the prospect of picking up the bill for
dependents of military personnel.) For example,
CHAMPUS does not cover "custodial care". (Custodial
care is defined as the care needed to meet the needs of
daily living.) This means a child who is retarded will
need to seek care from some other agency, generally,
from the state. As a result, states with good mental
health care programs become the location of choice for
servicemembers with children with chronic problens.
So, the state picks up the financial burden of these
DOD beneficiaries.

A judge for the state of Virginia claims CHAMPUS
eligible beneficiaries are not receiving the care they
have a right to from the federal government (Nelson,
1992a). In fact, the state of Virginia has a waiting

list of 200 children with psychiatric problems (Nelson,
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1992a). The initial data is still insufficient to
alleviate these concerns. However, the preliminary
numbers indicate roughly 1% of the patients denied care
by FHC eventually receive care outside the catchment
area (Nelson, 1992a).

Many believe the Department of Defense does not
have the ability to design and operate a manage care
system. A report by the General Accounting Office
states few hospital commanders have demonstrated the
ability to make the managed care program a success
(Kenkel, 1991c). This inability of military hospital
commanders to operate an effective managed care system
lead lawmakers to analyze whether military
administrators or civilians should run the military’s
health care system. Mr. Kenkel (1992a) hypothesizes
militﬁry administrators do not possess the knowledge to
effectively/efficiently run a managed care system
(Kenkel, 1992a). Mr. Kenkel (1992a) also highlights
the fact that Congress is debating whether to turn the
administration of the military health care system over
to civilian health care administrators. Even members
of the Army Medical Department are on record as saying
efforts to manage care th;ough civilian contracts are
not achieving the goal of saving money (Jensen, 1989).

Despite the argument against managed care the
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nation’s health care system is clearly adopting managed
care policies. Specifically, Dr. Mendez is convinced
coordinated care (Dr. Mendez prefers the term
coordinated care to managed care) is the solution to
gaining control of the growth in the cost of the DOD
health care system. However, it would be wise to be
aware of the arguments against managed care in order to
avoid those potential problems.

At the heart of any managed care initiative is a
contract. According to the American Heritage
Dictionary (1988) a contract is: An enforceable
agreement; covenant. Obviously, no one enters into a
contract with someone who they believe will not live up
to their part of the agreement. However, "trust but
verify" is the key to a successful contract.

Therefore, the most important part of a contract is the
surveillance plan to insure all parties live up to
their part of the contract.

Neactiation is the first step in contract
managemer.z. While there are numerous potential
pitfalls in negotiating a successful contract, there
are four major areas which cause problems. The first
thing to remember in negotiating a contract is not to

pre-select a vendor (Cerne, 1989). (Congress violated

this rule when they pre-selected who would manage the
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mental health care project at Fort Bragg.) It is
essential for the contract to have well defined
deliverables (Simpson, 1991). Another item that is
crucial to negotiating a sound contract is the
negotiating team must have accurate cost information
(Johnsson, 1991). Without accurate knowledge of what
it costs to do a procedure in-house versus out-of-house
the contract may end up hurting the organization. The
last item is insuring the negotiations specify what the
"warranty" is (Simpson, 1991). The warranty goes hand-
in-hand with the deliverables. In other words, if the
contractor fails to meet the standard for a particular
deliverable the penalty will be a specific action. The
bottomline is all parties need to know exactly what
they are suppose to do and what happens if they fail to
do so.

The end product of a successful negotiation period
is a contract that all parties can support. The next
step is the contract execution phase. The length of
this step is clearly spelled out in the contract. The
essence of this phase boils down to how well all
parties meet the conditions of the contract. This step
centers.around formal criteria developed to detect
contract compliance (Remington and Hylton, 1991). It

is this verification process that insures all parties
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contract needs are being met.

The final step in the contracting process is
renewal/termination phase (Korenchuk, 1991). The
contract must specifically address both possibilities.
Once again, it is essential that all parties have a
complete understanding on how the game is to be played
and what their responsibilities include. 1In the case
of renewal, the most important aspects are when the
contract is due for renewal and if the contractor will
need to re-bid to obtain the contract (Korenchuk,
1991).

Termination is a more complex matter. First, the
reasons for termination must be defined in such a way
that there can be no argument about the justification.
for one party terminating the contract (Korenchuk,
1991). Terminating a health care contract is not as
easy as most contracts. Termination plans must address
exactly how patients will receive their care after the
contract terminates. In addition, items 1like
disposition of medical records must be planned for
prior to the start of the contract (Korenchuk, 1991).

The termination plan should provide the contractor
with an opportunity to respond to charges they are.not

meeting the terms of the contract. When the contract

oversight personnel identify deficiencies they need to
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clearly articulate the problem to the contractor and
indicate a reasonable timeframe in which the
deficiencies should be resolved (McLaughlin, 1988). 1In
a worst case scenario, if the contractor continues to
fail to meet the standards of the contract the
oversight personnel should initiate more frequent
reviews (McLaughlin, 1988). Additionally, the
personnel responsible for managing the contract should
lay the ground work for executing the termination plan.

These contingency plans are easily overlooked
during the negotiation phase; However, it is
absolutely necessary to work out a comprehensive
termination plan as part of the terms of the contract.
Through proper planning a bad situation (contract
termination) can avoid becoming a disastrous one or
even a potentially life-threatening one for those
patients receiving care from the contractor. So, the
most important part of the contract is how to end it if
it is not accomplishing its objectives (Anderson,
1989).

In a government contract, the terms of the
contract are described in the Statement of Work (SOW).
Therefore, the SOW forms the basis upon which to
develop the surveillance plan for insuring the

contractor meets the terms of the contract.
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Purpose of the Study
The purpose of the study is to determine the major
elements essential in developing an effective and
efficient surveillance plan for monitoring a
coordinated care contract specifically where the
government contract involves a state contractor and a

civilian subcontractor.
IIX. oDS8 ROCEDURES

study Design

This study will be qualitative in nature. The
major aspects of the methodology are: 1) a series of
interviews with the key project personnel, 2) review of
documents generated by personnel involved in the
project, 3) other surveillance systems and 4)
additional written sources of information.

The following are the key interviews I conducted
with personnel involved in the military contract
surveillance program:

1. Colonel Elmer Casey, Commander of Womack Army
Medical Center (WAMC), the medical center responsible
for the catchment area in which the demonstration is
being condﬁcted.

2. Colonel Thomas Whitesell, Chief of Staff, WAMC.
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3. Colonel Kevin Kiley, Deputy Commander for
"Clinical Services, WAMC.

4. Captain Jennifer Douglass, Contracting Officer
Representative (WAMC) for the demonstration contract.

5. Major Michael Wymes, Project Officer (WAMC) for
the demonstration.

6. Lieutenant Colonel (P) Dennis Dohanos (Health
Services Command point of contract (POC) on the
demonstration).

7. James Newman, Contracting Officer
Representafive (WAMC) .

The following are the key questions asked:

1. What is the historical background of the
project?

2. What are the political aspects of the project?

3. What is the desired goal of the project?

4. Discuss the resourcing of the project.

5. What other sources oflinformation exist on the
project?

6. How can the project be improved?

7. How is the project progressing towards that
goal?

I also discussed the project and the various
surveillance programs with the contracting staff, the

subcontractor’s staff, and other mental health care
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professionals in the Fayetteville area. The basic

‘questions I asked were:

1.

Provide a description of the demonstration and

any background information on the project.

2.

Compare this to other mental health care

treatment programs.

3.

Identify the project’s strengths and areas that

can be improved.

Other Sources of Data:

1.

2.

3.

4‘

5.

DMIS

RAPS

MEPRS

Health Services Command perspective
Local data: workload, financial, and FTE
Industry literature

Project documents

Other surveillance systems

Ethical Statement

Because the study is a historical review there is

no need for a formal ethics statement or approval of

the Human Use subcommittee. However, I will provide a

copy of the paper to the contractor, subcontractor,

project officer Health Services Command, and the WAMC

project officer for their review and comments.
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Milestones
4 Nov 91 Submit GMPP
29-30 Nov 91 Draft GMP Intro and Literature Review

17-30 Dec 91 Complete interviews

1-3 Jan 92 Complete research of Contractor

24 Jan 92 Complete research of Subcontractor
7 Feb 92 Compare Womack’s procedures to
Contractor’s

3 Mar 92 Draft GMP review at ACHE

29 Jul 92 Preceptor reviews draft of GMP

9 Aug 92 Committee reviews draft GMP

17 Aug 92 Receive approval of my GMP

Expected Findings and Utility of Results

I expect to find the key elements necessary to
execute a surveillance plan for a coordinated care
contract involving a state agency and a civilian
subcontractbr. In addition, I expect to identify some
of the important lessons learned which were brought to
light by the surveillance program. These results could
facilitate establishing a surveillance program for
other health care contracts.

Secondary findings include how to improve the Fort
Bragg Mental Health Demonstration project. In other

words, what can be done to make the project more
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efficient/effective. Also, the study should make it

easier to implement a similar program.

III. RESULTS
Background Information

The following information, compiled from the
Defense Medical Information System (DMIS), indicates
the need for managing mental health care in the Fort
Bragg catchment area. In Fiscal Year 89, the Fort
Bragg Medical Activity issued 629 non-availability
statements (NAS) to patients in need of mental health
services. Womack personnel authorized these NASs
because Womack Medical Activity lacked the necessary
. resources to provide treatment to them. The number of
NASs increased 52% since 1982. This CHAMPUS
requirement is in addition to the significant Amount of
psychiatric care provided within Womack Army Medical
Center (WAMC).

The following table reflects the overall
situation facing WAMC. This table compares inpatient
(child and adult) mental health care of Womack Army
Hospital with the Womack catchment area‘’s CHAMPUS
mental health inpatient data from 1989.

Admissions Bed Days Cost Cost/admission

Womack 624 2,794 $1,105K $1,600/adm
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% of total 43 43 5%
CHAMPUS 629 15,785 $6,166K $9,800/adm
$ of total 13% 46% 40%

(% of total refers to the percentage of mental health
services as compared to the total. For example, 624
admissions for mental health patients is 4% of the
total number of patients admitted to the hospital.)

Psychiatric care was the number one diagnosis
accounting for CHAMPUS bed days. The fact that
inpatient mental health care is six times more
expensive through CHAMPUS makes it easy to understand
why mental health care is a prime candidate for managed
care. The following table shows the additional cost of
mental health outpatient (Child and adult) care

provided through the CHAMPUS program from 1989.

Visits Cost Cost/Visit
Total Number 55,175 $2,136K $38.70
% of total 6% 6%

These figures higrlight the magnitude of the mental
health care costs facing Womack Army Medical Center.
All indicators point to significant increases in
the demand for psychiatric services. Fort Bragg’s
rapid deployment mission causes additional stress on
families stationed at Fort Bragg. This stress is

expected to increase due to the increasing instability
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in the "third world" and the corresponding increase in
the likelihood of troops from Fort Bragg being deployed
to meet these threats. Given these projections for
significant increases in CHAMPUS mental health
services, it is easy to understand the attraction to
the promise of cost savings from adopting cohordinated
care.

All of the data demonstrate the need to initiate
aggressive programs to gain control of escalating costs
while maintaining access and quality of care. This
need is the driving force behind the managed care
initiatives at Fort Bragg.

As I have previously mentioned, one attempt to
implement the concept of managed care at Fort Bragg is
in the area of mental health care services for
dependent children and adole#cents of military
families. Dr. Lenore Behar approached the Congress and
the Department of Defense (DOD) with a plan to provide
mental health services for CHAMPUS eligible children at
reduced cost. The hypothesis the demonstration project
is testing is: by providing a full continuum of care,
including services not reimbursable by CHAMPUS, the
cost per client can be reduced. The addition of
alternative services, e.g. after school treatment, will

provide less costly therapeutic options to inpatient
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care. The projected cost savings range from 45% to 75%
per client.

Dr. Behar is the Special Assistant for Child and
Family Services, North Carolina Department of Human
Resources Division of Mental Health, Developmental
Disabilities and Substance Abuse Services. Her plan
calls for a 57 month demonstration project to evaluate
how a more comprehensive continuum of care of mental
health services would improve care and reduce the cost
of treating the children of military beneficiaries.
Oonce the Congress approved Dr. Behar’s project, DOD
gave the project to the Department of the Army. This
means Health Services Command (HSC) has the mission for
implementing this project. HSC contracts with the
North Carolina Division of Mental Health, Developmental
Disabilities and Substance Abuse. The state of North
Carolina subcontracts with a not-for-profit
organization, created solely for executing this
project. The demonstration project is organized into
three main components: a) a headquarters element
representing the N.C. Division of Mental Health,
Developmental Disabilities and Substance Abuse; b)
Cardinal Mental Health Group, Inc., the subcontracted
element which provides the patient care; and c)

Vanderbilt University, which will evaluate the
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demonstration project.

The headquarters has a project manager for
Cardinal Mental Health Group, Inc. (CMHG). There is
also a project manager for the Vanderbilt evaluation.
In addition, the headquarters has a project accountant.
The proposed annual budget for the state headquarters
is $292,601 (Project Budget Summary, Project Oversight
Committee Meeting, July 92).

Cardinal Mental Health Group comprises roughly 200
employees. The vast majority of these employees are
clinical specialists. Cardinal also subcontracts with
other health care organizations for services, such as
hospitalization and chemical dependency inpatient care.
Additionally, Cardinal contracts with over a hundred
health care providers for the majority of the |
outpatient.treatment.' In fact, approximately 80% of
the patients are seen by contract providers (Project
Oversight Committee meeting minutes, 1991). The major
services provided by the Rumbaugh Mental Health Clinic
are: inpatient care (subcontracted service),
Residential Treatment Centers (RTC) (subcontracted
Service), group homes, therapeutic homes, day treatment
programs, emergency services, in-house services,
outpatient treatment, and after care. The budget for

(CMHG) is $16,099,284 for FY 92 (Project Budget
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Summary, Project Oversight Committee, July 92).

The contractor, the North Carolina’s Division of
Mental Health, Developmental Disabilities and Substance
Abuse Services subcontracted with Vanderbilt University
to conduct the evaluation of the demonstration project.
The Vanderbilt evaluation consists of data analysis of
the Fort Bragg area. In addition, the study is
analyzing the Fort Campbell (Clarksville, TN) and Fort
Stewart (Hinesville, GA) as the control sites. The
study will analyze client progress, treatment outcome,
and treatment costs.

The effectiveness of the patient care will be
measured through a series of four interviews per
patient. The evaluation team consists of approximately
34 personnel. The majority of the personnel are in the
Nashville area. Most of the remaining personnel are
found in the three data collection areas. The budget
for the Vanderbilt evaluation is $1,227,279 in FY92
(Project Budget Summary, Project Oversight Committee,
July 92).

The cost study involves analysis of data tapes for
control sites and cost data for FT. Bragg.

The Demonstration project is exploring four
central questions:

1. Are there improvements in clinical outcomes as
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measured by behavior change using standardized scales;
by decrease in symptoms determined by clinical
assessment; and by positive change in indicators of
social and educational functioning and are there
reductions in costs? If so, can these outcomes be
attributed to the demonstration project?
2. Does the concept of continuum of care and case
management impact upon the cost/effectiveness of the
project? Wwhat factors and processes contribute to the
outcomes? What are key ingredients that produce
positive effects?
3. Is the quality of care provided equal to or better
than the type of care provided at the control sites
where services are delivered in a traditional manner?
4. What is the most efficient way to implement this
program at other sites? What are the key features of
this program that should be included in any
replication?

The final essential element of background
information is the extremely political nature of the
project. It is critical to keep in mind how the
program got its start. Dr. Behar approached Congress
with a Demonstration Project designed to provide better
child/adolescence mental health care at less cost than

conventional CHAMPUS. Congress directed the Department
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of Army, through the Department of the Defense, to
execute the project. Since the Department of the Army
did not ask for this project there was some hostility
to the project right from the start. 1In general, the
military, to include personnel at the Office of the
Civilian Health and Medical Program for the Uniformed
Services (OCHAMPUS), do not believe the project is cost
effective and should be canceled. However, the
contractor consistently presents to Congress a more
convincing argument to continue the project than
military’s argument to cancel the project. As a
result, Congress consistently authorizes more money for
the project. This situation only frustrates the
opponents of the project, and thus, increases the
hostility between the two parties.

Obviously, there are no written sources describing
the mistrust between the contractor and the military.
Yet, the politics of the project are such a critical
dimension of the project it cannot be overlooked. This
polarization over the merits of the project is very
unfortunate because the overall concept of providing
cheaper/more effective forms of treatment deserves a
fair test. What makes this situation even more

regrettable is much of the problem lies in poor

communication between the contractor and the military.
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Rather than aggressively working together to achieve
the goal of better services for a lower price, both
sides spend a tremendous amount of resources defending
their position. Regrettably, these efforts do nothing
for the children in the Fort Bragg catchment area. |

The two main items under contention between the
contractor and the military are: the cost of the
project (I will explore the cost issue in some depth
later in the paper.) and the quality of care. I will
highlight each of these issues when I describe the
outcome of the surveillance plan. So, while the focus
of my paper is on the surveillance aspect of the
contract, the political aspects of the project cannot
be ignored.

' Review of the Contract

The heart of any contract is the description of
the deliverables - what exactly is the contractor going
to do? 1In a government contract the statement of work
provides a summary of what the contractor is going to
do. A clearly written statement of work is essential
for a successful contract.

I included a copy of the SOW for the Rumbaugh
Mental Health Demonstration Project. This is a copy of
the Contracting Officer’s Representative’s (COR) SOW.

The handwritten notes on the SOW are from the COR.
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These notes highlight some of the ambiguities with the
contract. As you will see shortly, several of these
ambiguities lead to problems with the overall
execution/management of the contract. Therefore, it is
important for contract oversight personnel to annotate
the SOW for the contract they are managing with any
ambiguities they identify with their contract.
A management indicator for senior managers is if the
copy of the contract used by their contract oversight
personnel looks like it has never been read there may
be a problem with the oversight of the contract. A
well written surveillance plan is based on a well
written SOW.

The surveillance plan goes hand-in-hand with the
contract. Unfortunately, in the case of the Rumbaugh
Mental Health Demonstration Project, the surveillance
plan was not ready for execution at the start of the
contract. In fact, it was not until the summer of 1991,
more than a year after the contractor began to treat
patients, the surveillance plan was adopted and put
into use.

To add to the lack of a detailed surveillance plan
was the fact that the COR was the hospital adjutant,
which is full time job. In a memo to the Commander of

Womack Army Hospital the Chief of Staff for HSC
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summarized the importance of the COR by saying, "The
COR is an essential player at the ground level and
needs to have the talent, time, and flexibility to
(provide) oversight [to] the contract." (Connor, 1990,
pP.1). COL Connor goes on to suggest the COR be a full-
time position. COL Connor’s comments were in response
to a request from Womack to HSC asking HSC to assume
full responsibility for the contract given the contract
was a Demonstration Project. To be successful, CORs
needs to be able to spend 25-50% of their time
performing surveillance. In the case of a new contract
or an exceptionally complex contract, more than $100
million, the COR probably needs to be working the
contract on a full time basis.

An additional problem was the COR believed that
since this is a cost contract, the COR did not need to
certify contractor performance. The contractor also
believed the COR had no surveillance responsibility.
Couple these wrong impressions with the highly
political nature of the project and a situation
develops in which virtually all the military personnel
involved with the project are attempting to keep the
project at arms length. These factors did not support
effective contract management.

Another problem during the first year of the
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project was the COR was not a part of the information
loop between the contractor, the subcontractor, and
HSC. As a result, the COR vas often unaware of
important issues, and thus, unable to provide valuable
information and assistance. To correct this shortfall
personnel from HSC directed the contractor to make the
COR the primary recipient of all communication.
Unfortunately, it took until more than nine months
before the contractor fully compiled with this policy.

Another issue which took over a year to resolve
was the question of whether the COR had the authority
and responsibility to conduct surveillance of the
subcontractors. This is an essential point because the
actual patient care is provided by subcontractors and
subsubcontractors. The subcontractors also account for
90% of the budget. |

Additionally, there was a problem with how the COR
conducted surveillance. In order for surveillance to
be effective it must be random and spontaneous. If the
contractor has time to prepare for the "inspection" the
results of the surveillance can be easily anticipated.
This unannounced aspect of the surveillance plan was
difficult for the contractor to accept. This is
especially true given the contractor was already

conducting surveillance on the subcontractors, and
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therefore, felt the COR’s surveillance was an
unnecessary wvaste of the subcontractor’s time.

The lack of a surveillance plan accounts for many
of the contract problems. HSC scheduled a planning
conference in December of 1990. Yet, the plan was not
ready to execute until the late summer of 1991. This
exemplifies the confusion in the management of the
contract. Much of this confusion stemmed from a lack
of a clear mission statement that clearly defined
responsibilities. Without a clear mission statement it
was impossible for WAMC to expect HSC to take charge.
The reverse was true, HSC believed, as they stated in
several written correspondences: The COR function is
best managed at the medical treatment facility (MTF)
level. The contract was well into the second year
before the MTF staff and HSC personnel developed into

an effective contract management team.

Highlights of the Surveillance Plan
I included a copy of the COR administrative
surveillance plan in Appendix D and Appendix E consists
of examples of surveillance checklists. (PRIMUS [the
Army‘’s acronym for their primary care clinics]
contracts are also a good source for information on

developing contract management standards.) The
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surveillance plan is self-explanatory. While the
surveillance plan is easy to comprehend, the challenge
for the COR is finding the time to review the necessary
material to assess each area of the plan. It is also
important to note the plan only deals with
administrative elements of the contract. HSC assigned
a child psychiatrist to manage the clinical review
issues. Given the complexity of clinical review there
is no surveillance checklist.

The one aspect of the contract which is still
lacking a formal surveillance plan is the Vanderbilt
evaluation team. No one from WAMC performs any
detailed oversight for the project evaluation part of
the contract. In addition, there appears to be little
formal surveillance of Vanderbilt by anyone from HSC or
WAMC. Although, personnel from HSC have analyzed the
Vanderbilt work in sufficient detail to voice concerns
about exactly what the evaluation is evaluating and how
it is being studied. Given the Vanderbilt evaluation
of the Demonstration Project costs several million
dollars, there should probably be a formal surveillance
plan for Vanderbilt.

Surveillance is a time consuming process.
Therefore, any tool, such as a checklist, should be

employed to maximize efficiency/effectiveness. This is
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especially true if the COR plans to employ junior
enlisted soldiers and/or civilian clerical personnel in
the administrative reviews. The example checklists in
Appendix E are self-explanatory. Appendixes E-1
through E-3 are COR checklists for the Rumbaugh
Demonstration Project.

The contractor also has surveillance
responsibility for the subcontractors. Appendixes E-4
through E-6 are the contractor’s surveillance
checklists. Note Appendixes E-4 and E-5 are clinical
checklists used by the psychiatrist the contractor
employs to conduct clinical review of the
subcontractors.

As I will describe in the next section, the
surveillance plan facilitated the COR identifying
numerous contract deficiencies. However, this
surveillance plan is not the "gold standard" for
surveillance plans. I included the plan as a reference
for anyone who might have a need for an example
surveillance plan to use as a place to start in

preparing their own surveillance plan.

Outcome of the Surveillance Plan
I will now highlight the results of the

surveillance program by summarizing some of the
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surveillance reports. The first surveillance
operation, based on the COR’s surveillance plan, took
place during the last week of August 1991. The
following are the main deficiencies noted. (As I
mentioned earlier, surveillance identifies areas in
which the contractor is not meeting contract
specifications. Therefore, surveillance is a very
negatively oriented activity. Taken by themselves, the
results of the surveillance I will describe would
indicate poor performance on the part of the
contractor. Because the results of the surveillance
program paint the project in a poor light, I included
the interim report from the Demonstration Project
Evaluation Team, Appendix B. In general, this report
indicates the project is achieving its goals.)'

Theré were two major problems identified in
August. The first one was the majority of the
providers were not properly privileged. The second
problem was 10 patients diagnoses did not meet the
criteria for care authorized under CHAMPUS.

Over the next several months the problem with the
privileging continued without significant improvement.
In fact, the entire Quality Assurance/Quality
Improvement (QA/QI) program was not achieving the Joint

Commission on Accreditation Healthcare Organizations
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(JCAHO) standards. Additionally, the COR'’s summary for
the period October-November 1991 identified the
contractor/subcontractor were not meeting the terms of
the contract regarding board certification of the
psychiatric staff. The contract clearly requires a
board certified or board eligible child psychiatrist to
sit on each treatment team. The project does not have
any board certified child psychiatrists and only the
project medical director is board eligible. In fact,
none of the staff is even board certified in adult
psychiatry. Given the November report also shows the
first indications that some patients are not receiving
an accurate diagnosis, the implication of the lack of
training of the psychiatric staff is obvious.

The November report confirms the trend that
approximately 1% of the patients receiving care are
ineligible. The COR also identified a problem with
timeliness of care. Beginning with a failure to
conduct the intake assessment in accordance with (IAW)
the contract to case management issues not occurring in
a timely fashion.

The November report is the turning point in the
surveillance of the project. The November surveillance
summary shows the surveillance plan is working and why

it is necessary to conduct surveillance.
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Unfortunately, the problems with the QA/QI should never
have happened. These issues should have been reviewed
before the first patient was seen. The problems in
QA/QI highlight why surveillance should not begin after
the contract has had a period to become fully
operational. The sooner the COR identifies
deficiencies, the sooner the contractor can correct

them. That is the goal of surveillance: insure the

contractor is accomplishing the mission to the given

standard. ‘
A team from HSC conducted a follow-up review on

the deficiencies in the QA/QI program. The findings of

that review indicated the project personnel had not

corrected the problems in the QA/QI program. These

problems were first identifiéd by members of the HSC

staff as early as the Spring of 1991. Some of the

problems pre-date that Spring time period. As a result

of the Fall 91 review, contracting personnel from HSC

made the decision to issue a "cure notice". A cure

notice is a warning to the contractor that serious

problems exist with the contract and the contractor is

given a deadline to correct the problems or face the

termination of the contract.
In response to the cure notice the contractor

brought in a QA/QI expert who was able to establish a
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viable program. The re-inspection of the QA/QI program
by personnel from HSC found the contractor had
corrected the problem areas. Once again, these
problems would never have occurred had an aggressive
surveillance program been in place prior to the start
of the contract.

Another item identified as a result of the
surveillance program is the number of patients
receiving inpatient/RTC treatment is roughly the same
as_pre-project figures. A major element of the
Demonstration Project was the plan to use less
expensive services to reduce the number of patients in
the more expensive levels of care. The contractor
claims the lack of a significant reduction in
inpatient/RTC use is due to the fact the Fort Bragg
catchment area was underserved. In other words,
patients needing inpatient/RTC treatment were not
getting it through the pre-demo health care system.

The contractor also points to the reduced
percentage of patients receiving inpatient care.
Unfortunately, the number of children receiving mental
health services has more than doubled since the project
began. So, the reduced percentage of patients
receiving inpatient care is a function of simple

mathematics. (For example, 5 patients out of 500 is 1%,
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5 patients out of 1500 is .3333%. Yes, the percentage
is lower but have we accomplished anything other than
dramatically increasing the number of patients
requiring outpatient services?) Regrettably, this
means the number of children in the hospital remains
the same, thus, the cost for inpatient care remains the
same.

Another goal of the Demonstration Project was to
show how a full continuum of services would help
provide better care and reduce costs. Yet,
surveillance indicates only 4% of the patients are
receiving non-traditional CHAMPUS services and this
percentage has dropped since the start of the project.

During the March timeframe the QA/QI issue
surfaced aéain. Of the 38 standards of care the QA/QI
prodgram is monitoring, 18 were not met. Also,
timeliness of care continues to be a problem. For
example, it takes over 30 days from time of referral to
scheduled intake/assessment (non-emergency patients).
The standard is 21 days.

As is the case with any large project there are
sensational items which are small in their cost but
which call into question the management of the
contract. Here are a few of the questionable areas of

the budget for the Rumbaugh Demonstration Project:




51
1. Children in the Therapeutic Group Homes receive $20
per month as an allowance.
2. The budget calls for more than $34,364 to be spent
on taxi cabs to transport patients.
3. The subcontractor spends more than $99,750 on
vehicles which generally do not meet the Government
standard for allocating vehicle support.
4. The travel/training budget is roughly the same
amount as it is for WAMC. Yet, WAMC has seven times
the number of personnel and 50 times the physician
staff.

Cost Analysis

While the quality of care is becoming a growing
concern and should receive an increased amount of
surveillance activity, the major problem with the
contract is the magnitude of the cost overrun. The
original budget'for the Demonstration Project was
$5,773,466, of which almost 20% was earmarked for the
Vanderbilt evaluation. The budget requirements
identified at the July Project Oversight Committee
meeting were $17,619,164. This is more than a 300%
increase in the cost of the project in just two years.
Presently, the Demonstration Project is costing almost

as much as all CHAMPUS costs combined in the Fort Bragg
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catchment area. At this rate of growth, the project
will cost more than $40 million a year by the end of
the contract. So, it is easy to understand why the
focus of the surveillance efforts are on the cost of
the contract.

While one would think cost is a clear cut issue,
it is not. Remember what the contractor’s cost goal
was: reduced cost per patient. With this as a goal the
contractor can be successful and yet the cost of
child/adolescent mental health services can climb to
more than five times what it was before the project
began. In other words, increased volume (number of
patients) will wipe any savings generated by a reduced
cost per patient. The contractor’s goal is
significantly different than the military’s goal of
reducing overall expenditures. If I had to single out
one reason the contract is not going to succeed it is
this fact that the contractor’s goal is not the same as
the military’s. As a result, cost is the main source
of disagreement between the contractor and the
military.

CHAMPUS costs for child/adolescent mental health
services prior to the start of the Demonstration
Project were $3-4 million per year as compared to the

$16-17 million the demo is costing in FY 92. The cost
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per beneficiary was $89 before the demo, now it is
almost $362. Fort Bragg was ranked 27th out of .37 MTFs
in expenditures for child/adolescent mental health
care. Now Fort Bragg is the second most expensive
MTF.

While some would argue comparing the Tidewater
Mental Health Demonstration to the Rumbaugh Mental
Health Demonstration may be comparing apples to
oranges, I include the cost figures because I believe
they do provide a valid source of comparison. In FY 91
the Tidewater budget was roughly $30 million for a
beneficiary population of 250,000. (Rumbaugh
beneficiary population is approximately 45,000
children.) These figures produce a cost per
beneficiary of $120. Applying this figure to the Fort
Bragg catchment area and the budget would be $4.9
million, which is almost the exact figure for the
original budget for the Rumbaugh Demo. So, critiques
of the Rumbaugh Demonstration Project would argue that
RMHDP is three times as expensive as the Tidewater
Demo.

There are 1,600,000 dependent children of U.S.
military personnel (Pehrson and Lee, 1991). So, if
the cost per beneficiary from the Rumbaugh

Demonstration were applied to the entire DOD
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beneficiary population, the cost of mental health
services for children would be approximately $569.6
million. This figure would account for over 90% of the
entire 1991 CHAMPUS mental health care expense.

Another major issue on cost is the difference
between the cost of a patient being treated by the
Rumbaugh Clinic staff versus being cared for by one of
the providers with which Rumbaugh subcontracts. In FY
91, it cost $8.3 million to operate the Rumbaugh
Clinic. The clinic staff saw 197 patients. So, the
cost for a patient to be seen by the Rumbaugh staff is
$42,131. During FY 91, 1,249 patients were sent to
contract providers. The cost for contract providers
was $5.7 million. Thus, the cost per patient sent to a
contract provider is $4,563. The cost of contract
providers includes the most expensive levels of care,
inpatient and RTC. While this is an extremely crude
cost comparison, it is still very hard to accept a ten
fold difference between staff and contract care.

The results of the surveillance program clearly
supports the military position that the demo should be
managed by a new organization. In fact, the key
players at HSC believe the demo should be converted
into a managed care initiative, run by personnel from

the Fort Bragg MTF.
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IV, DISCUSSION

I tended to discuss the results of my research as
I presented it. So, I will use the discussion section
of the paper to highlight the lessons learned from the
surveillance aspect of the contract.

The contract oversight team must have the
specifics of their surveillance plan incorporated into
the final draft of the contract. Moreover, the
oversight team must begin executing their oversight,
through the use of the surveillance plan, in the early
stages of the contract. Good surveillance makes for
good contractors just likg good fences make for good
neighbors.

A challenging area for any contractor is QA/QI.
Given that many mental health professionals do not have
extensive familiarity with QA, this needs to be an area
that the oversight team closely monitors early in the
contract. In fact, the oversight team should begin to
review the QI plans before the first patient is seen.
(This was not only a problem with the RMHDP but with
the Tidewater Project as well (Burns et al;, 1989)) |

While it is apparently politically unthinkable, a
very effective means of cost control is'by increasing
the patients out-of-pocket expense. This can be

increased co-pays, deductibles, a nuisance fee or a




56
combination of these techniques.

When there are multiple headquarters/agencies
responsible for managing a contract there needs to be a
detailed, written plan to integrate the surveillance
needs for all levels of the contract management teanm.
Some of the critical elements of this plan are: clear
definition of responsibilities, specific formats for
exchanging information and revising strategy for
managing the contract, and method to coordinate
surveillance with the contractor.

Avoid using military personnel as Contracting
Officer Representatives. The Army standard of on-the-
job-training is not the ideal method for learning
contract management. While there are courses available
to help familiarize people with contract management, I
do not feel they fully prepare people to assume the
principle oversight duties for a major contract. 1In
addition, it takes time to become well versed in all
the critical intricacies of a contract. The average
life-expectancy for a military COR is 12-18 months.
(The project is on its third COR, the current COR is a
civilian whose sole mission is to perform duties of the
COR for all WAMC contracts.) Twelve months does not
allow the COR enough time to obtain enough knowledge of

the contract and contractor to effectively administer
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the contract. Additionally, there is usually little to
no overlap in positions when military personnel rotate.
This means the contract is not being properly
maintained for several weeks to several months, as the
new COR learns the "ropes". Another method for
insuring surveillance does not suffer during a change
in CORs is to insure the Alternate Contracting Officer
Representative is fully capable of managing the
contract.

Insure penalties are written into the contract for
failure to meet the established performance criteria.
Wherever possible, it is also desirable to develop
positive incentives to recognize excellence in meeting
the performance criteria.

Never enter into a cost reimbursement contract.
Basically, a cost reimbursement contract is a blank
check for the contractor. Ideally, a capitated
contract is the contract of choice.

Make the contractor part of the team that develops
the surveillance plan. This will avoid
misunderstandings and miétrust on the part of the

contractor.
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Y. CONCLUSIONS AND RECOMMENDATIONS

The main recommendation I would commend to the
reader is to watch for the potential pitfalls described
in this paper and to pay close attention to the lessons
learned on managing a mental health managed care
contract.

The intent of my research was to show how critical
the surveillance plan is in contract management. In
the case of the Rumbaugh Demonstration Project, proper
surveillance identified serious quality of care and
cost issues. Presently, there are three major areas in
which the contractor is not in compliance with the
contract.

1. The Rumbaugh staff does not have enough board
certified or board eligible child psychiatrists. (It is
really questionable research methodology conducting a
test in providing better mental health care to children
when there are no child psychiatrists on the project
staff.)

2. The QA/QI program continues to have difficulties
meeting JCAHO (contract) standards.

3. The timeliness of treatment is still not meeting
contract specifications.

Clearly, the COR surveillance plan is working and will

continue to facilitate the COR accomplish his mission
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of monitoring contractor performance.

The success of the surveillance plan for the
Rumbaugh Mental Health Demonstration Project should
highlight the importance of aggressive contract
oversight. Effective contract management is essential
if managed care is to successfully address the nation’s
health care crisis. As exemplified by the Rumbaugh
Mental Health Demonstration Project, mental health
services are a prime candidate for managed care or
coordinated care, as the military prefers to refer to
the concept of managed care. Obviously, other health
care services are likely areas to apply the principles
of managed care.

Never forget that managed care, reduced to its
simplest componenf, is nothing more than a contract.

As long as there are dedicated people, using a well
thought out surveillance plan to oversee the contractor

the system will work.
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CHAPTER 1

INTRODUCTION TO THE INTERIM REPORT
FOR THE FORT BRAGG EVALUATION PROJECT

Purpose of the Repoxjt

This is an interim report of the Fort Bragg Evaluation Project that is required under the
contract with the State of North Carolina, due 30 months after the start of the Evaluation Project.
It is intended to provide a picture of the Evaluation Project’s findings to date. It should be
stressed, however, that the findings in this report should not be considered conclusive, since only
partial data are reported here and each sub-study of the evaluation is currently in progress. These
studies should be completed for the final report that is due at the end of the project.

The Problem that the Demonstration Addresses

Strong consensus exists concerning the problematic manner in which mental health services
are provided to children. Many children do not receive any services and others receive
inappropriate services. In the past two decades, experts (Knitzer, 1982; Stroul & Friedman, 1986)
have highlighted the vast discrepancy between the numbers of children and youth in need of mental
health services and those who receive appropriate services. It is estimated that 11-19% of children
and adolescents are in need of mental health services (Saxe, Cross & Silverman, 1988; Tuma,
1989). More than half of these children receive no treatment, and many who are treated are
receiving inappropriate care (Saxe, Cross, & Silverman, 1988). Senator Inouye (1988) maintains
that 80% of the children who need services are receiving inappropriate care or none at all.

There is also agreement that unnecessarily restrictive treatment settings are over-utilized
(Dorwart, et al., 1991; NMHA, 1989; Weithorn, 1988). Children with emotional problems are
best treated in the least restrictive, most normative environment that is clinically appropriate.
However, according to Congressional testimony, the number of children placed in private inpatient
psychiatric settings increased from 10,764 such placements in 1980 to 48,375 in 1984 -- a 450%
increase (Stroul & Friedman, 1986). Moreover, the number of private psychiatric hospitals
continues to grow (Bickman & Dokecki, 1989). The best estimate (Burns, 1990) to date is that
more than 70% of the funding for children’s mental health services nationwide is spent on
institutional care.

Contributing to this problem is the fact that alternative treatment settings are generally
unavailable. Knitzer (1982), Behar (1985), and Silver (1984) all reported that approximately 40%
of inpatient placements were inappropriate because either the children could have been treated in
less restrictive settings, or the placements that were initially appropriate were no longer
appropriate, but less restrictive treatment settings were not available. This remains the situation in
spite of evidence that even severely emotionally disturbed children can receive treatment while

living in their own homes when a comprehensive system of care is present in the community
(Behar, 1985; Moran, 1991).
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Even where services are available, the lack of coordination between programs
compromises the effectiveness of the interventions (Saxe, Cross, Silverman, Batchelor, &
Dougherty, 1987; Soler & Shaffer, 1990; Stroul & Friedman, 1986). Given the developmental
complexity and multiple needs of children and adolescents, services must be both available and
coordinated (Behar, 1985). In addition, evidence indicates that a dedicated program of research is
necessary to close gaps in the data base regarding service system issues and to build the knowledge
base pertaining to children’s mental health service systems (Bums & Friedman, 1990).

Continuum of Care as an Alternative to Traditional Systems

The continuum of care approach has emerged in response to the problems characterizing
mental health service delivery systems for children and adolescents. The term continuum of care
refers to the comprehensive range of services required to treat severely disturbed children and
adolescents that includes both nonresidential and residential services (Stroul & Friedman, 1986).
As children’s mental health services are moved toward a managed care system, an emphasis on
mid-range or intermediate level services is also emerging (Broskowski, 1992; Rodriguez, 1992).
This approach attempts to deliver needed services on an individualized basis and in a coordinated
manner, relying on case management to integrate treatment programs and facilitate transitions
between services. It also is designed to be community-based, involving various agencies pertinent
to children’s developmental, social, medical, and mental health needs.

There has not been a definitive study that has demonstrated the superiority of the continuum
of care model to the traditional method of service delivery. There is controversy about managed
care systems in general and its application to children’s mental health services by CHAMPUS has
recently been a subject of a congressional hearing (Nelson, 1992). The Fort Bragg Evaluation is
the first comprehensive evaluation of a system of care that includes the assessment of mental health
outcomes.

The Fort Bragg Demonstration Project

The high cost of providing mental health services to the children and adolescents of military
personnel stimulated the Civilian Health and Medical Program of the Uniformed Services
(CHAMPUS) to consider alternatives to the existing delivery system. In 1983, CHAMPUS alone
spent $74 million on inpatient mental health hospitalization for dependent children. Between 1985
and 1989 mental health costs for both children and adults doubled to more than $600 million per
year even though the number of beneficiaries remained relatively constant. Inpatient care increase
from $200 million to almost $500 million in the same S year period and mental health care to
children and adolescents in hospitals and residential treatment centers accounted for 3 out of every
4 days of inpatient mental health care (GAO, 1991). Recently, the DOD has responded to the
increases in CHAMPUS costs by implementing a Coordinated Care effort that makes local hospital
commanders responsible for limiting expenditures in their catchment area. Under Coordinated
Care, more beneficiaries are treated in military hospitals. The Department of Defense has also
authorized payment of partial hospitalization beginning May 1992. -
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In pursuit of alternatives to traditional CHAMPUS services, the Department of the Army,
in August of 1989, funded the Fort Bragg Child and Adolescent Mental Health Demonstration
Project (the Demonstration) through a contract with the North Carolina Department of Human
Resources, Division of Mental Health, Developmental Disabilities, and Substance Abuse Services
(MH/DD/SAS).

The State has contracted through the Lee-Hamett MH/DD/SA area Program with Cardinal
Mental Health Group, Inc. (Cardinal), a private, not-for-profit corporation, to provide a continuum
of care for the Fort Bragg catchment area. For a period of four years, mental health and substance
abuse services are being provided to those in need to over 42,000 children and adolescent
dependents of military personnel in the Fort Bragg area. Using a closed system or exclusive
provider organization (EPO) model, families seeking services for their children and adolescents are
required to use the Demonstration’s clinical services, which are free, or they may choose to seek
and pay for services on their own. The range of services includes both nonresidential and
residential components. Cardinal has contracted with individuals and agencies in the community
already providing traditional mental health services such as outpatient therapy and acute inpatient
hospitalization and is itself a major provider of outpatient treatment. For the middle or
intermediate level of the continuum, those services not previously available in Fayetteville nor
typically available across the country, Cardinal developed services that include in-home counseling,
after-school educational treatment services, day-treatment services, therapeutic homes, specialized
group homes, 24-hour crisis management team, and outpatient treatment. All children and
adolescents requesting services receive a comprehensive intake assessment to determine the
appropriate level of service. These services are provided through the Rumbaugh Clinic.

For children using more than just outpatient services, the clinical services are coordinated
with the other child-serving agencies/practitioners in the community, especially pediatric, education
and protective services. Services within the continuum and across other agencies are linked
together through a case management component. Related services to parents are also provided.

The Fort Bragg Evaluation Component

The Center for Mental Health Policy of the Vanderbilt Institute for Public Policy Studies at
Vanderbilt University, was awarded a subcontract by the North Carolina MH/DD/SAS to conduct
an independent evaluation of the Demonstration. Four critical issues are addressed by the
Evaluation Project:

1. i mentation of the Demonstration and issues concerning its replication at other
sites;

2, quality of two key service components provided by the Demonstration;

3. mental health outcomes of the children and adolescents who receive services at the
Demonstration and Comparison sites; and i

4, cost and utilization of services delivered at the Demonstration and Comparison
sites.
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These substudies tap the central issues in determining the merit of the demonstration and
are thus critical areas that a comprehensive evaluation needs to consider. The Evaluation must
first determine how the program was actually implemented so that the key features of the system
can be described. It is also important to assess the quality of the system’s critical components that
play a major role in determining the success of the intervention. The Evaluation must also inform
us about the success of the Project in changing children’s lives. Finally the Evaluation requires an
estimate of the cost of the services delivered so as to make the ultimate judgement about the cost
effectiveness of the demonstration. The purposes and procedures followed in each of these
substudies is described below.

Implementation Evaluation

Essential to the conduct of a high quality evaluation is the need to address questions of
program conceptualiz:iion, design, and implementation (Hargreaves & Shumway, 1989; Rossi &
Freeman, 1985). This aspect o. the evaluation examines the theories and assumptions underlying
the hypothesis that a specific intervention should be successful, works toward ensuring that the
program’s major goals, individual components, and specific activities do indeed "fit together,"
follow a logical sequence, and appear likely to produce the desired outcomes. Moreover, as
evaluators have been frequently reminded (e.g., Rezmovic, 1984; Scheirer, 1981), it is unwise to
simply assume that the program will be delivered as planned to its intended recipients. Various
problems can surface, despite the best efforts of program architects, including: temporary or
permanent obstacles to the program reaching all members of the target population; inability to
provide the required treatment "dosage”; and consistent delivery of high quality treatment to all
participants. Thus, it becomes important that structural, environmental, and/or political barriers
responsible for diluting full-scale implementation of the program be documented.

Another reason for measuring program implementation is to gain better insight into the
relationships between program inputs and outcomes. For example, determinations can be made as
to which program elements or processes appear more effective than others and which classes of
program recipients benefit most from the intervention. In addition, the thorough description of
services actually provided will advance the field in the effort to define various components of the
continuum of care. Finally, implementation data gathered throughout the course of the program
(i.e., from its initial "start up" phase through its "fully operational” stage), can be used as a guide
to others who wish to replicate the program in different sites.

The overall strategy for examining program implementation is based on both Chen and
Rossi’s (1983) "theory-driven" approach to program evaluation and Bickman’s program theory
(1987; 1990) and component theory (1985) of evaluation. Whereas the "theory-driven" perspective
essentially aims at developing models that identify the causal and operational linkages among
program elements, the component approach proceeds one step further. Here the emphasis is
placed on discerning distinct philosophies, "subtheories,” and activities, along with the linkages
among these, within the individual program elements/components (see Graham & Birchmore-
Timney, 1989 for an example of this strategy). Thus, combining these approaches should result in
a descriptive model of program structure, process, and outcomes for the Fort Bragg service
delivery system as a whole and for each of the service components that are incorporated under its
administrative umbrella.
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For the purposes of understanding and evaluating the program at Fort Bragg, this strategy
seems particularly appropriate. The Demonstration is an attempt to develop and implement a
model service delivery system for addressing the mental health needs of children and adolescents.
At the same time, this system is composed of several different types of treatment settings and
facilities. While all of these individual aspects of the program may subscribe to the overall
philosophy and values held by Demonstration program administrators and staff, they also have
their own set of theories and values that define and guide the structure, recipients, process, and
outcomes of their efforts; not all of these may overlap perfectly with those of the Demonstration
program. For example, one key element of the philosophy encompassed by the Demonstration
Project concerns the need to involve the family in treatment. While this thrust has certain
overarching features, the way it is operationalized on a daily basis by different components (e.g.,
the types and amount of information on the child’s progress reported to the family by staff in
residential treatment centers vs. group homes), or even by different providers within these
components, may vary. As such, understanding both the set of theories and values that underlie
the overall Demonstration service delivery system and those influencing the operation of its
individual "building blocks" is important to assessing program implementation.

Once accurate conceptual and operational models of the program have been developed, they
are translated into variables that can reflect the degree of program implementation. Here, the goal
is to collect information that will assess coverage, bias, and outputs. Data for ascertaining the
fidelity of the program to its intended conceptualization and design are obtained from six basic
sources: (1) program services records on client characteristics, diagnoses, client movement
through the Demonstration, and services delivered; (2) client files (e.g., types of case management
received); (3) reports by parents and significant others (e.g., perceptions as to the extent they were
involved in treatment); (4) reports by service providers and others involved in the child's treatment
regarding the characteristics of services delivered; (5) peer review of treatment received (e.g., the
extent to which the child was treated in the least restrictive, appropriate setting); and (6)
observational data.

Determining the Quality of Services

A significant issue concerning mental health systems in the coming decade is the need for
research on assessment, monitoring, and improvement of the quality of mental health services
(Bickman & Peterson, 1990; Peterson & Bickman, in press; Wells, 1988). Providers currently
must meet the typically minimal requirements of legislative mandates, hospital accreditation
programs, and private insurance carriers for providing quality care. However, the changing nature
of the mental health system has stimulated the need for systematic research on the nature of
quality. The body of research concerned with defining, assessing, and assuring quality of mental
health services is not well-developed and, in fact, lags far behind advances in the physical health
area, and in general, other mental health research issues. While there exists considerable
philosophical and methodological difficulties in defining and measuring the quality of mental health
services, the importance of this topic warrants vigorous investigation (Palmer, Donabedian, &
Povar, 1991).
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The quality assessment approach of the Evaluation has two tracks. One track reviews the
quality improvement (QI) activities of Cardinal at the Demonstration site, which, according to the
stipulations of the Department of the Army contract, follow the requirements of the Joint
Commission on Accreditation of Health Care Organizations JCAHO). Consistent with the
JCAHO model, QI is a complex management tool, including (1) credentialling and privileging of
clinicians; (2) monitoring against indicators of quality programming; (3) clinical care studies; and
(4) utilization review. Indicators are developed for each service component to reflect issues of
quality and to identify areas needing further investigation through clinical care studies. Examples
of such indicators are (a) in emergency services, the number of clients moving from telephone
interview to face-to-face interview to hospital admission per month; or (b) in diagnostic services,
the number of days elapsing between the family’s request for services and the scheduled intake
assessment. Essentially, in areas where the Demonstration plans to implement QI activities, the
Evaluation is assessing the extent to which the Demonstration meets its own QI criteria and
standards.

The Quality Study is assessing, at the program level, the quality of two operational service
components that are unique and crucial to the continuum of care model. These are components
that are not direct treatment services (e.g., outpatient care, day treatment). Instead, the component
level of evaluation focuses on two key aspects of the continuum of care -- intake assessment and
case management. These two system components were chosen for analysis because they are
especially vital to the effectiveness of the Demonstration model. Thus, they are defined,
developed, and implemented differently in the continuum of care than in typical treatment settings.

This study utilizes a five-step process to develop the instrumentation to assess the quality of
the intake assessment and case management components. The definition and measurement of
quality is a value-laden activity that needs to take into account several factors: standards within
the field, including external standards such as those of JCAHO, as well as those commonly
accepted as "good practice” by professionals in the field. In addition, following from the health
care field, increasing emphasis is being placed upon including the perspectives of consumers of
services in defining quality. Because of the importance of obtaining these different perspectives in
defining quality, a methodology called structured concept mapping (Trochim, 1989) has been used
to obtain the perceptions of quality characteristics in the two components from key stakeholder
groups at the Demonstration Project--administrators, the clinical staff in the two components, and
parents whose children are receiving services.

The five activities that are being undertaken are these: (1) stakeholders’ conceptualization
of the characteristics of quality in the two components; (2) development of the instruments by
combining information from stakeholders, existing standards (e.g., JCAHO standards) and prior
research; (3) review of instruments by experts in the field and selected stakeholder representatives;
(4) pilor testing and revisions; and (5) validation of instruments by comparing the ratings of an
external evaluation team with self-ratings by staff in the components.
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Measuring Mental Health Qutcomes

Currently, little information is available on the effects of innovative models of mental health
treatment on clinical outcomes. Several major efforts are underway to demonstrate and evaluate
systems of care, including the Robert Wood Johnson'’s Mental Health Services Program for Youth
(Beachler, 1990) and the Ventura Project (Jordan & Hemnandez, 1990). Attempts to individualize
services are also being reported, such as Kaleidoscope in Illinois, the Alaska Youth Initiative, and
Project Wraparound in Vermont (Burchard & Clarke, 1990). These latter efforts, however, have
been aimed at small populations of children and adolescents with severely maladjusted behavior
who were receiving intensive and expensive services, often out of state. Results released to date
have focused on costs and levels of service, with little information on mental health outcome for
the clients in question. Furthermore, this work is difficult to generalize to a community-based
effort involving children and adolescents with a wide range of types and severity of problems.

Key questions that address mental health outcomes in the Fort Bragg Evaluation include:

(1) Are there improvements in mental health outcomes of the children and adolescents
served in the Demonstration?

) Do the children and adolescents served in the Demonstration exhibit equal or greater
improvement than comparable children and adolescents receiving mental health
services in the Comparison sites?

(3)  What mediating factors and processes contribute to the outcomes?

Mental health outcomes are being studied longitudinally to assess whether children’s clinical
conditions improve more and faster than children in the Comparison settings. Additionally, the
Evaluation is studying whether the children and their families are more satisfied with continuum of
care services than comparable families at the Comparison sites. Follow-up interviews by
Evaluation staff are taking place 6, and 12 months after the first interview.

Since the Evaluation is unable to utilize random assignment of children to different systems
of care (Bickman, 1992), the inclusion of Comparison Sites in this project is critical in order to
examine the effectiveness of the Demonstration. Two Comparison sites designated by the Army
are located at Fort Campbell, Kentucky, and at Fort Stewart, Georgia, where children and
adolescents receive care traditionally covered by CHAMPUS. These CHAMPUS covered services
include psychiatric hospitalization, care in a residential treatment facility, and outpatient services.
Moreover, there is no single point of entry nor coordination of services through case management
as in the Demonstration. The sites involved in the study are the catchment areas serviced by the
military hospitals of three southeast United States Army posts. The Demonstration site is the
catchment area of Womack Army Community Hospital located at Fort Bragg, North Carolina.
The Comparison sites are the catchment areas of Blanchfield Army Community Hospital, located at
Fort Campbell, Kentucky, and Winn Army Community Hospital, located at Fort Stewart, Georgia.
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In selecting the Comparison sites, primary consideration was given to the following factors:
geographic location, size of military and dependent populations, types of units assigned and
readiness requirements of the major command, and availability of on-post mental health services.
Comparison sites were chosen based on their high degree of comparability.

The two Comparison sites selected are located in southeastern states that have climatic,
geographic, and cultural conditions similar to that of North Carolina. Furthermore, as with Fort
Bragg, each site encompasses multiple small to medium size civilian communities and is within 60
miles of a large metropolitan area. FY90 figures for the relevant dependent population of Fort
Bragg, Fort Campbell, and Fort Stewart reveals that the Fort Bragg area is approximately equal in
size and composition to the combination of the Comparison sites. Although the sites have different
major commands and different non-divisional units, a number of similarities in mission exist that
make the Comparison sites fairly similar to the Demonstration site.

It should be noted that in the winter of 1991 and spring of 1992 the types of services at
these Comparison sites were altered under the Army’s new Gateway to Care system. However, no
data or information about the clients or this new system is provided in this report. The final report
will discuss the introduction of the Gateway system.

Data collection strategies

The primary sources of mental health outcome data are the research participants themselves
— the children and adolescents and their families who are receiving mental health services at the
Demonstration or the Comparison sites. These interviews use multiple measures and are designed
to be: (a) comprehensive, providing information on a multitude of child and family variables; (b)
standardized, through the use of established instruments and trained interviewers; and (c) feasible,
asking children and parents to provide adequate but not excessive amounts of information.

The Evaluation emphasizes the recruitment of study participants who are receiving more
than outpatient care (e.g., day treatment, residential treatment, family preservation, inpatient).
The importance of focusing on these clients is primarily motivated by two factors. First is the
significance of this population. This is the most costly group to treat, as well as most severely ill
group in treatment and in the population. Second, it is of great theoretical significance to have a
sample of sufficient size with which to compare the wide range of services and outcomes from the
Demonstration site with the limited range of services and resulting child and family outcomes from
the Comparison sites. Thus, the Evaluation rather than attempting to recruit a representative
sample of clients at either the Demonstration or the Comparison sites has focused on the more
severely disabled at all sites.

After a child or adolescent is recommended for treatment by the intake assessment team at
the Demonstration site or enters services at the Comparison sites, the Evaluation staff conducts the
first of three comprehensive, in-person interviews with the child or adolescent and family. The
primary data collection effort focuses on the children’s clinical functioning. The data on children
includes psychiatric status, behavior problems and social competence, level of functioning, self-
esteem, and school adjustment and achievement. Data are collected through similar interviews
with the child and parent, as well as through self-report measures and questionnaires.
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The instrument package developed for this study consists of a combination of structured and
semi-structured interviews, behavioral checklists, and self-report questionnaires. Most of the
instruments have been well standardized and have been used in similar research on child
psychopathology. The domain of child psychopathology is measured by the Child Assessment
Schedule (CAS) (Hodges, Kline, Fitch, McKnew, & Cytryn, 1981; Hodges, Kline, Stern, Cytryn,
& McKnew, 1982), including the parallel form, the Parent-CAS (PCAS); selected modules from
the revised Diagnostic Interview Schedule for Children (DISC-2.1) (Shaffer, Fischer, Piacentini,
Schwab-Stone, & Wicks, 1989); the Child Behavioral Checklist (CBCL) (Achenbach & Edelbrock,
1983); and the Youth Self-Report (YSR) (Achenbach & Edelbrock, 1987) for teenagers. The
Family Background Form (FBF) and the Interview Protocol for Family Makeup and Child’s
Treatment Background, both developed at Vanderbilt, are used to collect background information,
including the child’s physical and mental health history, experiences with schools, and contacts
with law enforcement and court systems.

To measure social functioning, a questionnaire, the Self-Perception Profile (SPP) (Harter,
1982), is used. The CBCL and the YSR also include items that measure social functioning. In
addition, the interviewer completes the Global Level of Functioning (GLOF), a modification of the
Child Global Assessment Scale (CGAS) (Shaffer et al., 1983), and the Child and Adolescent
Functional Assessment Scale (CAFAS) (Hodges & Ring-Kurtz, 1991), developed by Kay Hodges
in conjunction with this project and modeled after the North Carolina Functional Assessment Scale
(NCFAS), which was developed primarily for use with adults.

An additional questionnaire was developed by Vanderbilt to measure how satisfied clients
and their families are with the services they receive at the Demonstration and Comparison sites.
Issues addressed at both the individual service component and global levels include: (a) access and
convenience; (b) involvement in treatment decision-making; (c) relationships with therapists and
other staff members; and (d) expectations and effectiveness of services. Additional collateral data
were collected from the child’s teacher using the Teacher Report Form (Edelbrock & Achenbach,
1984) and from the child’s therapist using a survey specially developed for this project.

In the development of this package, each instrument has undergone a series of pilot-tests
and refinements based on feedback received. Several of the instruments have been adapted for use
in this package and altered to eliminate duplication of items among instruments and to enhance
readability. The instrumentation package has undergone review by members of a family advocacy
organization as well as black and hispanic mental health experts for possible cultural biases.

Data management/quality assurance

To assure high quality interview data, all interviewers participate in an intensive 5-day
training program and subsequent independent work. To qualify to collect data, each interviewer
must reach criteria (Kappa=.90) in the administration of the Child Assessment Schedule (CAS) to
five practice cases. In order to maintain quality, every interview (with the subject’s permission) is
recorded on audiotape. A 10% sample of each interviewer’s tapes is reviewed by a trained
instructor.
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Cost and Utilization Analysis

The primary objective of the Cost study of the Evaluation Project is to determine whether
the cost of delivering continuum of care services is comparable or lower than the cost of delivering
care at the Comparison sites.

Many interested parties including mental heaith professionals, managers of managed care
programs and insurers require information on mental health care delivery systems that promise
reduced use of expensive and restrictive inpatient care and smoother transitions from critical
episodes back to fully normal lifestyles. To serve this broader interest, a different definition of
relevant costs is necessary. All the costs borne by any segment of society are potentially relevant,
though some of these costs may prove, on close inspection, not to involve the use of scarce
resources but merely to transfer titles of resources among individuals, corporations, and
government units.

Cost data is being assembled from both the Demonstration site and the Comparison sites.
Efforts are being made to express all costs in dollar terms, either through measurement or
. estimation. However, as noted by Weisbrod (1981), there likely will be some costs that are very
difficult to express in dollar terms (e.g., psychic losses). The magnitude of these will be estimated
and compared across study sites without conversion to dollar units.

At the Demonstration site and the Comparison sites, the research team is collecting cost
data at the system level as well as on individuals participating in the study. The system level data
allows estimation of total and average resource consumption for client sub-populations while the
individual-level data permits estimation of costs associated with different treatment regimes. In
addition, the individual cost data serves as a check on system data. For example, if the system
level data suggest a reduction in costs for children with behavioral disorders, the research team
will look to the sample of such children (using the diagnoses determined by the research team) to
determine whether the apparent reduction in costs is actual or is due to changes in diagnostic
procedures by mental health providers.

The general strategy for assessing the cost of each service includes three steps: (1)
development of a list of resources consumed, including units of each resource; (2) estimation of a
unit dollar value for each resource; and (3) estimation of total dollar costs by multiplying resources
consumed by appropriate unit dollar values and summing these products. Developing the list of
resources and estimating unit costs often relies on the same data source. For example, billing
records provide lists of resources consumed as well as initial estimates of the dollar value of those
resources. However, in many cases alternative data sources (i.e., sources other than those used to
estimate resource consumption) may be used as estimates of unit costs. For example, with some
resources, national estimates of unit cost may be used in place of local figures.

The ultimate objective of the costs and utilization component of the Evaluation is to
estimate the cost-effectiveness of the Demonstration and to compare that estimate to the cost
effectiveness of alternatives. This interim report is a preliminary examination of the Department
of the Army’s costs for clinical services at the Demonstration at Fort Bragg. It compares total
Department of the Army costs and service utilization at Fort Bragg to CHAMPUS costs and
utilization at the Comparison sites. As a further comparison, data from CHAMPUS’s Regional
Workload Summary for Fort Hood are used to examine per capita costs and utilization.
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CHAPTER 2
THE IMPLEMENTATION STUDY

The general purpose of the Implementation Study is to ascertain to what extent the
Demonstration was implemented as planned and which aspects of the program should be included
in any replication efforts in the future. The initial efforts of the Implementation Study have been
focused on the documentation of the actual implementation of the Fort Bragg Child/ Adolescent
Mental Health Demonstration Project and any discrepancies from the original plan. These efforts
also have involved examination of the major activities undertaken to plan and develop the
continuum of care and, thereafter, to begin delivering services to the children and adolescents in
the Fort Bragg area and the factors that either facilitated or erected obstacles to successful
implementation. The following chapter is divided into two sections that report on two discrete
stages of implementation of the Demonstration:

4 August 18, 1989 - May 31, 1990: the time period between the award of the contract
and the initiation of service delivery during which the continuum of care was to be
planned and developed.

¢ June 1, 1990 - June 30, 1991: the first thirteen months of service delivery.

Each section contains information on the methods used in the Implementation Study in addition to
the results of the study.

The initial efforts of the Implementation Study have been focused on the documentation of
the actual implementation of the Fort Bragg Child/ Adolescent Mental Health Demonstration
Project and any discrepancies from the original plan. These efforts have also involved examination
of the major activities undertaken to plan and develop the continuum of care and, thereafter, to
begin delivering services to the children and adolescents in the Fort Bragg area and the factors that
either facilitated or erected obstacles to successful implementation. Two discrete stages of
implementation of the Demonstration are presented.

Between August 18, 1989, and May 31, 1990, the contract for the Fort Bragg Child/
Adolescent Mental Health Demonstration Project was awarded and the service delivery system was
developed. During this "start-up” period, in general, it ~an be concluded that several of the major
tasks required for getting the Fort Bragg Demonstration Project “up and running” were
accomplished by the two units responsible for developing the program -- i.e., the Division of
Mental Health, Developmental Disabilities, and Substance Abuse Services (MH/DD/SAS) located
within the North Carolina Department of Human Resources and Cardinal Mental Health Group,
Inc., through the Rumbaugh Child and Adolescent Mental Health Clinic. As the actual contract
awardee, MH/DD/SAS carried out the key managerial activities that culminated in the formal
dedication of the Major General James H. Rumbaugh, Jr., Child and Adolescent Mental Health
Clinic on May 14, 1990 and its official commencement of providing services to clients on June 1,
1990. Included in these efforts were such prerequisite tasks as acquiring the facility, arranging for
a nonprofit corporation to serve as the formal administrative and legal entity for the Demonstra-
tion’s operations, negotiating funding agreements, establishing mechanisms for monitoring and
oversight, and hiring key administrative staff for services planning and management. The Division
of MH/DD/SAS also was responsible for arranging that an independent, comprehensive evaluation
of the Demonstration was set into motion.
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Examining Rumbaugh Mental Health Clinic itself, the majority of “start-up" tasks centered
on the creation of the two major organizational segments necessary to implement the continuum of
care (i.e., the configuration of clinical services and the administrative structure to support these
services). In terms of developing the necessary management structures and support services,
significant effort was devoted during the early months of the project to: hiring staff who would
administer components of the continuum of care and/or who would deliver services; developing the
necessary procedures for accounting, billing, and payment; formulating the numerous policies and
procedures required for functioning as a mental health organization; and dealing with various
constituencies and community groups (e.g., future referral sources, other local mental health
professionals, and the families of CHAMPUS beneficiaries). For the most part, these efforts were
successfully completed. Delays did occur, however, in terms of finalizing contracts with local
providers, having a functional utilization review system, and having a fully operational manage-
ment information system by June 1, 1990.

The major components encompassed by the continuum of care -- i.e., a centralized intake
assessment system, the array of treatment services, and case management -- also differed as to the
"progress" made toward full-scale implementation. As of June 1, 1990, although the intake
assessment and outpatient services components were operational, this was not true for each specific
treatment option within the continuum (i.e., residential services and community education and
treatment). This delay in developing alternative "step-down", residential services was, however, in
accordance with the Army’s instructions set forth during contract negotiations, based on its
expectation about the level of demand for these interventions.

The second time period, June 1, 1990 - June 30, 1991, involved the first thirteen months of
service delivery, during which the major activities were directed at acquiring resources,
distributing them throughout the organization and service system, and developing monitoring and
accounting procedures for tracking how these resources were allocated and expended. An intense
amount of effort continued to be directed to acquiring needed resources. This effort was a result
of an immediate surge of request for services that far exceeded planning estimates. Directly
related to this issue were increase in the client load, increase in the budget, increase in the staffing
plans, and contracting with private providers. As new resources were added to those already in
place, decisions regarding how they would be allocated to the various administrative and clinical
components of the Demonstration were continually made. This involved not only receiving and
distributing funds but also prioritizing client care and coordinating services and resources.

The actual clinical services provided in the continuum of care by June, 1991, comprised
several components: (a) intake assessment and emergency services; (b) case management; and (c)
treatment provided by Rumbaugh and contract providers, including: outpatient, day treatment and
afterschool programs, in-home therapy and crisis intervention, residential, inpatient, psychiatric
and substance abuse services.

Factors that either facilitated the implementation of the Fort Bragg Child/ Adolescent
Mental Health Demonstration Project’s efforts or erected obstacles to successful implementation
are discussed in Chapter 2.
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Section 1
Developing a Continuum of Care for Children’s Mental Health Services:
The First Nine Months of the Fort Bragg Demonstration Project

August 18, 1989 - May 31, 1990

Executive Summary

The purpose of this chapter section is twofold: (1) to summarize the major "start-up®
activities that were involved in implementing a community-based, continuum of care for children’s
mental health services (i.e., those efforts that were carried out prior to Rumbaugh Mental Health
Clinic’s official "opening of its doors" to clients on June 1, 1990); and (2) to identify the factors
that either facilitated the Demonstration’s efforts during its first nine months or erected obstacles to
successful implementation. For the most part, this section is based on two sources of information -
- relevant documents (e.g., minutes of meetings, Project deliverables to the Army, and
correspondence) and semi-structured interviews with key State and Rumbaugh staff involved in
pre-implementation efforts.

In general, it can be concluded that several of the major tasks required for getting the
Demonstration "up and running" were accomplished by the two units responsible for developing
the program -- i.e., the Division of Mental Health, Developmental Disabilities, and Substance
Abuse Services (MH/DD/SAS) located within the North Carolina Department of Human Resources
and Cardinal Mental Health Group, Inc., through the Rumbaugh Child and Adolescent Mental
Health Clinic. As the actual contract awardee, MH/DD/SAS carried out the key managerial
activities that culminated in the formal dedication of the Major General James H. Rumbaugh, Jr.,
Child and Adolescent Mental Health Clinic on May 14, 1990 and its official commencement of
providing services to clients on June 1, 1990. Included in these efforts were such prerequisite
tasks as acquiring the facility, arranging for a nonprofit corporation to serve as the formal
administrative and legal entity for the Demonstration’s operations, negotiating funding agreements,
establishing mechanisms for monitoring and oversight, and hiring key administrative staff for
services planning and management. The Division of MH/DD/SAS also was responsible for
arranging that an independent, comprehensive evaluation of the Demonstration was set into motion.

Examining Rumbaugh Mental Health Clinic itself, the majority of "start-up" tasks centered
on the creation of the two major organizational segments necessary to implement the continuum of
care (i.e., the configuration of clinical services and the administrative structure to support these
services). In terms of developing the necessary management structures and support services,
significant effort was devoted during the early months of the project to: hiring staff who would
administer components of the continuum of care and/or who would deliver services; developing the
necessary procedures for accounting, billing, and payment; formulating the numerous policies and
procedures required for functioning as a mental health organization; and dealing with various
constituencies and community groups (e.g., future referral sources, other local mental health
professionals, and the families of CHAMPUS beneficiaries). For the most part, these efforts were
successfully completed. Delays did occur, however, in terms of finalizing contracts with local
providers, having a functional utilization review system, and having a fully operational manage-
ment information system by June 1, 1990.

B2-3




The major components encompassed by the continuum of care -- i.e., a centralized intake
assessment system, the array of treatment services, and case management -- also differed as to the
"progress” made toward full-scale implementation. As of June 1, 1990, although the intake
assessment and outpatient services components were operational, this was not true for each specific
treatment option within the continuum (i.e., residential services and community education and
treatment). This delay in developing alternative "step-down", residential services was, however, in
accordance with the Army’s instructions set forth during contract negotiations, based on its
expectation about the level of demand for these interventions.

Factors that facilitated the implementation of the Demonstration included:

(a)

(®)

©

()]

(©)

®

The surrounding environment for the Project was rich in resources, including close
proximity to relevant state agencies in the state capital and academic institutions;

The continuum of care was designed to function as an entirely freestanding,
nonprofit entity rather than as a unit that was created within an cxisting provider
agency;

The Project had a sufficient pool of qualified individuals from which to recruit for
key staff positions, and the individuals hired represented a complementary mixture
of “new blood" and providers who had already well-established networks with other
community services;

Throughout the planning and development phase of the Demonstration, the
atmosphere at Rumbaugh was one of teamwork and cooperation, along with a strong
embracing of the key philosophies encompassed by the continuum of care, and
involved Womack Army Community Hospital personnel were supportive;

The contract from the Army provided sufficient resources for not only equipment
acquisition, facility upgrading, and staff hiring but also for activities instrumental to
services delivery, e.g., staff training and resource development; and

There was a funded “start-up" period for planning and developing the continuum of
care and its components.

At the same time, problems arose that hindered to varying degrees the Demonstration’s
ability to be fully operational by the time it "opened its doors." These included:

(@)

®

The Demonstration encountered some enmity and mistrust from the local provider
community, and their efforts to clear up misconceptions about the Project and enlist
provider participation were hampered by delays in releasing relevant information;

Problems were experienced in installing the computer software chosen to operate the
management information system, and consequently, this tiacking system_for clients,
services, and finances was not operational when the Demonstration began accepting
clients;
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(c) Due to calculations of expected client flow made during the contract negotiation
process resulting in a staggered plan of implementing services, the full continuum of
care was not functional by June 1, 1990, and the lack of several "intermediary"
treatment settings (e.g., group homes and supervised independent living) restricted
the range of "less restrictive” and possibly "less expensive" treatment options for
incoming clients.

Rationale and Structure of the Chapter Section

Purposes of the chapter

This section is primarily intended to address two questions frequently asked when reviewing
the implementation of any human services innovation. The first issue concerns what was required
in terms of money, staff, facilities, and clients for developing and formally launching a functional
program. Linked to this question is an assessment of whether this "pre-start-up” phase occurred as
planned, particularly in terms of problems that could not be readily resolved and/or that consumed
substantial resources in correcting them. And finally, the contextual, organizational, and
individual factors that either promoted project planning and development or handicapped these
efforts are of interest. As such, this section has two aims:

(1) It will present a concise summary of the key resources expended and actions per-
formed during the "development” phase of the Demonstration (i.e., prior to Rum-
baugh’s official provision of services on June 1, 1990). Where possible, the degree
of congruence between these planning and “mobilization" efforts and those originally
foreseen by the chief program architects will be discussed.

(2)  The facrors that facilitated or impeded the progress of the Demonstration during its
early stages of development will be identified.

In addition, preliminary insight into the establishment of similar service delivery systems in the
future will be provided whenever feasible.

Sources of information

This section is based on two primary sources of information. First, all available documents
and materials prepared by the Army, the Division of MH/DD/SAS, Rumbaugh Mental Health
Clinic (hereafter referred to as Rumbaugh) and other major constituencies involved with the
Demonstration (e.g., local provider groups) were reviewed. These included: all quarterly reports
submitted to the Army by MH/DD/SAS; minutes of meetings such as those of the Project
Oversight Committee; organizational charts of Rumbaugh; internal memoranda exchanged by
MH/DD/SAS with Rumbaugh and/or HSC; and correspondence from groups with which the
Demonstration has had contact.
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Second, interviews with key State and Rumbaugh staff were conducted by Evaluation
Project staff in May 1990. These interviews focused on eliciting information as to the overall
context or environment in which the Demonstration was operating, the types and levels of activities
necessary to get the Demonstration "up and running,” perceptions and expectations for the
Demonstration and its individual components, and the existence of any problems that were
experienced and how they were or were not resolved. Where relevant, information gleaned from
field office reports and site visit notes prepared by Evaluation Project staff also were utilized.

Overall approach guiding this section

Designed as an appraisal of the first nine months of the Demonstration, this section is based
on an underlying view of how mental health organizations are structured in general and the
resources, basic decisions, and the elements required to have a program that is ready to provide
services to clients (e.g., see Leginski, Croze, Driggers, Dumpman, Geertsen, Kamis-Gould,
Namerow, Patton, Wilson, & Wurster, 1989). Those aspects that appear unique to creating a
continuum of care in mental health, particularly one that is aimed at children and adolescents and
nested within the military health care system, also have been considered in this analysis wherever
possible (e.g., Behar, 1988, 1990; Johnson & Fried, 1984; Office of the Assistant Secretary for
Defense, 1985).

Similar to most organizations in general (Leginski et al., 1989), establishing and maintain-
ing a mental health organization requires several basic managerial decisions, including those
related to acquiring and allocating Demonstration resources (e.g., contracting for services and
procuring the necessary facilities), monitoring the organization’s use of these resources, and
accounting for these resources (i.e., demonstrating that there is some control nver these resources
through the use of such mechanisms as billing procedures, staff hiring guidelines, and policies
governing service delivery). Another major category of decisions involves arriving at summative
judgments about the degree to which policies are indeed implemented and enforced and about
whether program activities led to the intended results; in the above framework, these have been
referred to as assessment decisions and involve both compliance assessments and impact
assessments. As can be seen in Figure 1-1, the structure of the Demonstration dictates that these
different types of managerial decision responsibilities reside in distinct but interrelated entities:
within Rumbaugh Mental Health Clinic (the organization that actually houses and provides all
services encompassed by the continuum of care); within Cardinal Mental Health Group, Inc. (that
serves as the formal nonprofit administrative entity for Rumbaugh); and within MH/DD/SAS (the
state administrative unit that is the actual contractor and overall executor of the Demonstration).
Comprising each of these major types of decision categories are decisions about staff, finances,
JSacilities, and clients. Which entities are involved in these determinations depends, of course, on
the particular situation or issue.




Structure of the chapter

This section is organized into two major sub-sections. The first sub-section provides a
general overview of the Demonstration and summarizes its major activities from August 18, 1989
to May 31, 1990 (the nine months prior to Rumbaugh officially "opening its doors" to clients).
The purpose of this section is to provide an abbreviated description of the Demonstration's major
activities during this period. Information also is presented about each key element of the
Demonstration, particularly in terms of the individual components that comprise the continuum of
care.

In examining the individual components of the continuum of care, an effort has been made
to judge the "degree" (e.g., Palumbo, Maynard-Moody, & Wright, 1984) to which each was
actually "prepared” to receive clients on June 1, 1990. Given that the Demonstration is one of the
few attempts to actually develop and implement a continuum of care, few standards or criteria are
available, against which to judge successful implementation. As such, the original contract with
the Army has been used as the chief "standard” for what should have occurred prior to
Demonstration "start-up.” Where appropriate, other relevant documents that specified
modifications (e.g., new time lines) also were considered.:

In the final sub-section, factors that contributed to the Demonstration’s development of a
continuum of care are discussed, along with problems that were encountered that hindered
implementation. It should be noted that, for the most part, these did not constitute major obsta-
cles; in many cases, steps were taken to ameliorate concerns and resolve troublesome issues.

Finally, the reader should keep in mind that the majority of this analysis is focused on the
organizational aspect of Demonstration "implementation* efforts. Issues related to the
development of interorganizational linkages and the building of community support have received
at best scant attention. This is partly attributable to the fact that these latter efforts assume
increasing importance once the continuum of care is fully operational and once the community
(e.g., clients) has had contact with the Demonstration and thus some basis for endorsement or
withholding of support.

Overview of the Fort Bragg Child and Adolescent Mental health Demonstration Project
The Demonstration was initiated by Dr. Lenore Behar under the auspices of the Division of

MH/DD/SAS, a unit within the.: Funded through a contract awarded to MH/DD/SAS by the U.S.
Army’s Health Services Command (HSC), the Demonstration is designed to test:

'This point needs to be kept in mind when reading this section, given that several significant events occurred
after June 1, 1990 that brought into question the "preparedness” of the Demonstration. Some of these events
definitely could not have been planned for (e.g., Operation Desert Shield) while others might have been more
quickly foreseen and remedial actions undertaken. These problems, however, will be more completely ~
addressed in the next section summarizing the demonstration’s first period of actual operation.

2A historical sketch of the activities that led to the contract is provided in Behar (December, 1989).
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"the efficacy of a Federal and State contract for providing a case management based
alternative delivery system of mental health services tailored to individual patient needs
featuring the use of a full continuum of community based services . . . [and] to demonstrate
that this continuum of services will result in improved treatment outcomes while the cost of
care per client is decreased when compared to current CHAMPUS costs.” (HSC
Acquisition Agency, 1989, p. C-1)

In contrast to the mental health services typically covered by CHAMPUS and geographi-
cally accessible to children of military personnel (i.e., inpatient hospital treatment, residential treat-
ment, and outpatient individual and family treatment), the ingredients of the Fort Bragg continuum
of care, in addition to the traditional services described above, can be summarized as including:
(a) a broader range of residential treatment settings designed to serve individuals in the "most
normalized” environment possible, thus fostering gradual reintegration into the community; (b) day
treatment programs, ranging from intensive, full-day activities to afterschool programs; (c)
additional outpatient services, including in-school support services and emergency services; and (d)
family preservation activities (in-home crisis stabilization). A more detailed listing is presented in
Figure 2-1.

Further, in contrast to the existing system of care for military dependents that has been
viewed as limited, fragmented, and lacking in coordination, the Project’s structure incorporates
individualized, on-going case management, a centralized point of intake for all clients (regardless
of the type of treatment needed), and a comprehensive and individualized assessment and treatment
approach in which the needs of the child dictate services rather than vice versa. In essence:

"The continuum of care approach is child-centered and family-focused. Services are de-
signed and "wrapped” around the child and family, instead of expecting the family to con-
form to the existing system. Care is delivered in the least restrictive setting possible”.
(North Carolina Department of Human Resources, April 18, 1990, p. 11).

A more detailed elaboration of this mental health services orientation is presented in Figure 2-2,
which outlines the treatment philosophy espoused by the Demonstration.
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Figure 2-1
Mental Health Services Provided and Paid For
by the Fort Bragg Demonstration Project

Outpatient or inpatient mental heaith services in CHAMPUS authorized general or psychiatric
hospitals, residential treatment centers, or specialized treatment facilities.

Services rendered by qualified providers (e.g., psychiatrists, clinical psychologists, clinical
social workers, and other mental health professionals) in diagnosing or treating a covered
mental health disorder.

Individual, group, and family or conjoint psychotherapy.
Psychological testing and assessment.

Medical evaluation and testing deemed necessary to assess the client's clinical time at the time
of admission or intake.

Administration of psychotropic drugs.

Services to parents necessary to support child's or adolescent’s treatments (i.e., collateral
visits).

Ancillary therapies when included in an approved treatment plan.
Respite services. '

Independent living for adolescents older than 16 years of age (family involvement in treatment
is required).

Alternative family living arrangements providéd by specialty trained staff in a licensed home.

Residential group living services in licensed and professionally supervised community resi-
dential setting.

Crisis stabilization in qualified, professionally supervised residential setting other than a
hospital (7 or fewer days).

Day treatment.

In-home services by licensed and/or certified professionals.
Clinical case management.

Partial hospitalization.

Transportation to various treatment settings and/or care provided outside the catchment area,
based on clinical and social-economic need.

Prescription medications.

Source: Fort Bragg Child and Adolescent Mental Health Demonstration Project Beneficiary
Handbook.

A "New" demonstration services that are not traditionally covered by CHAMPUS benefits.
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Figure 2-2
Key Elements of the Treatment Philosophy of
the Fort Bragg Demonstration Project

L 4 The appropriate locus of mental health services for children/adolescents and their families is
their community.

¢ Effective services must be linked into a coordinated system of care that includes all services
ranging from the least restrictive and intensive to the most restrictive and intensive.

¢ Mental health services to children and adolescents should be provided in the least restrictive,
most normal environment that can meet their needs.

¢ Mental health services should be matched to the needs of the child/adolescent.

¢ The client’s family must aid and be involved in the client’s treatment for sustained recovery
and continued growth.

¢ Educational intervention and support is often needed so that the child’s sense of competence
and self-worth can be enhanced and/or regained.

¢ Once active treatment has been completed, the child and his/her family must be linked to
ongoing support structures in the community to help maintain health functioning.

¢ Because healthy emotional functioning is dependent on sound peer relationships, it is impor-
tant to provide services that can help children/adolescents build strong relationships with their
friends and peers.

* For successful progress in treatment, it is necessary that the client understand the need to
assume personal responsibility rather than blaming of problems on others.

* The Demonstration Project has the responsibility to treat all emotionally disturbed children,
even those that are often viewed as "untreatable” due to multiple problems, history of past
difficulties, and so forth.

¢ Relapses are viewed as opportunities for increasing understanding of a child’s or adolescent’s
problems and continued progress in overcoming these problems.

¢ Flexible funding and staffing are essential for delivering services that are tailored to the needs
of clients.

¢ Qualified professionals from multiple mental health disciplines are needed to provide clinical
services that are both creative and collaborative.

¢ Monitoring of and feedback on program effectiveness is crucial.
L 4 Supervision, consultation, and training are viewed as vital components for delivering high
quality mental health services.

Source: Trearment Philosophy of Cardinal Mental Health Group, Inc.
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The Demonstration itself is geographically situated in Fayetteville, NC near the Fort Bragg
Army post. It is administratively situated in its own nonprofit corporation, Cardinal Mental Health
Group, Inc. (Cardinal, Inc.), which has a separate Board of Directors (see Figure 2-3). The
Division of MH/DD/SAS in the Nu rth Carolina Department of Human Resources has primary
programmatic and fiscal responsibility for the Demonstration and its independent evaluation. In
accordance with contract stipulations, there also is a Demonstration Oversight Committee (POC)
chosen to represent key constituencies and/or supply specialized expertise: three representatives
from the Womack Army Community Hospital; one representative from Headquarters, Health
Service Command; one representative chosen by the Contracting Officer; four representatives of
the Demonstration (the Project Manager, Site Manager, Program Director, and Medical Director);
an advisor from Pope Air Force Base Clinic; and the Project Quality Assurance Administrator who
also serves in an advisory capacity. A MH/DD/SA area program was designated, by contract, as a
funding flow-through agency between MH/DD/SAS and Cardinal, Inc., but was not accorded any
major administrative or programmatic responsibility.

The actual locus of services is Rumbaugh, operated by Cardinal, Inc. Under the conditions
of the award, the duration of the Demonstration is scheduled to be 57 months (i.e., from August
18, 1989 to June 30, 1994), including a nine-month period for planning and development. Based
on the expectation that the project would serve approximately 3% of the then estimated 36,000
children in the catchment area or 1080 children per year, the original award from HSC for the
Demonstration totaled $25,095,144 across the 57-month period. These funds were distributed
across several major functions: clinical services; state and local administrative and equipment
costs; and an independent evaluation of the Demonstration’s effectiveness.

The organizational structure of the Rumbaugh itself, similar to most mental health facilities,
is comprised of two distinct components: (1) the actual mental health services themselves that are
composed of intake assessment and emergency, treatment (inpatient, residential, partial day,
outpatient, and in-home/emergency services), psychiatric and substance abuse services available in
any treatment setting, and case management; and (2) the administrative and support structures
necessary to allow these direct services to be provided to clients (see Figure 2-3). The staff and
facilities involved in providing treatment services include both Rumbaugh staff and community
providers contracted by Rumbaugh for specific activities (e.g., outpatient psychotherapy,
emergency services, and inpatient hospitalization). What is unique about this organizational
structure in terms of providing a continuum of care is that Rumbaugh serves as the overall
coordinator, fiscal intermediary, quality assurance monitor, and umbrella organization for mental
health services provided to CHAMPUS beneficiaries in the area. For example, Rumbaugh (rather
than Blue Cross/Blue Shield or other designated agencies such as Health Management Services) is
responsible for pre-authorizing services and for carrying out utilization reviews via its individual
Treatment Teams and its more formal quality assurance process. It also is in charge of providing
needed mental health services -- either by assigning its own in-house treatment staff or by making
arrangements with outside providers -- and negotiating reimbursement rates.

3Committee membership consists of "members” who have voting rights and "advisors” who are chosen to
provide particular input or assistance but who cannot vote.
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Organization of the Demonstration Project

Figure 2-3

DEPARTMENT OF THE ARMY (HEALTH SERVICES COMMAND) FUNDING

INDEPENDENT
NORTH CAROLINA, DIVISION OF ME/DD/SA.  |— EVALUATION
Board of MH/DD/SA*
Directors Area Progam
Board of Cardinal Mental
Directors Health Group, Ing
Provider RUMBA;JHGH MENTAL | Omcht
Advisory Board HEALTH CENTER Committee
i
L ]
N Diagnostic and Treatment | | Clinical Support
Administration Sexvi Servi
{
_INTAKE ASSESSMENT PSYCHIATRIC SUBSTANCE TREATMENT CASE
AND EMERGENCY SERVICES ABUSB SERVICES MANAGEMENT
SERVICES
SERVICES
Outpatient In-Home Community Residential Inpatient
Setvices Services Bduc and Tx Services Setvices

* Note: The MH/DD/SA arca program is a funding, but not administrative, flow-through agency. —
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Major Activities of the Demonstration During the First Nine Months

“The composite picture of the Demonstration’s activities prior to implementing a continuum
of care on June 1, 1990 can be organized around five types of managerial decisions/actions as
outlined previously (Leginski et al., 1989):

0))

0]

3

C))

®

Acquiring the necessary resources for the Demonstration. This includes those ac-
tions aimed at procuring needed resources, including financing, staff, facilities, and
even clients. Examples are preparing budgets, hiring staff, contracting with local
providers to deliver services, developing referral sources, and making arrangements
with various third-party payers for services.

Distributing resources. These types of decisions and activities center on the allo-
cation of resources among the various units/groups involved. Typical efforts include
negotiating unanticipated requests that involve financial implications, and deciding
on specific contractual arrangements (e.g., establishment of reimbursement rates for
external providers).

Monitoring how resources are utilized. Decisions and duties required for overseeing
resource consumption within the Demonstration cover several different domains.
These include, to name a few, the development of formal reporting requirements,
review of reports, and the installation of a management information system that can
generate and monitor "key indicators” of effort and resources expended by the
organization.

Accounting of resources. This category of activities involves those tasks and deci-
sions that demonstrate control over resource utilization. In addition to financial ac-
counting practices, accountability efforts frequently entail the formulation of policies
about staff performance and clinical treatment.

Assessment of resources. As previously described, these activities focus on deter-
mining whether organizational inputs and outputs are appropriate. Assessments are
of two types. Compliance assessments involve making judgments about whether
things actually occurred or were supposed to happen as a result of certain organiza-
tional actions (e.g., an increase in the hiring of minorities as a result of new agency
guidelines or improvements in services delivery subsequent to changes in the
allocation of program resources). Impact assessments are directed at determining
whether particular expenditures of an organization’s resources produced the desired
outcome(s), e.g. enhanced levels of client functioning as the result of treatment.

Figure 2-4 presents a detailed enumeration of the major actions taken by the Demonstration,
including those carried out by MH/DD/SAS and Rumbaugh.« Briefly stated, the majority of
activities during the nine-month period were directed at acquiring resources, distributing them
among participants, and developing monitoring and accounting procedures for tracking how these
resources were allocated and expended. The major efforts under each of these more general
categories are briefly described following Figure 2-4.

* The activities that occurred under the auspices of the Evaluation Project are not detailed in this report,
given that this document is part of the overall evaluation effort at Vanderbilt University.
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Figure 2-4
Major Actions Taken By the Fort Bragg Demonstration Project:
August 18, 1989 - May 30, 1990

Acquisition of Resources

¢ Initiated and finalized the incorporation of Cardinal Mental Health Group as a
nonprofit corporation and obtained appropriate tax exempt status

Obtained necessary licenses and certificates of insurance for Cardinal
¢ Recruited and hired individuals for staff positions at:
o Division of MH/DD/SAS (n = 4)

. Two project managers, one project accountant, and

one secretary
o Rumbaugh Mental Health Clinic (n = 35)

. Executive Director, Medical Director, Program
Director, Assistant Program Director, Quality
Assurance Administrator, Accounting/Business
Manager, Training Coordinator, four business staff,
three Medical Services staff, 16 clinical services
staff, and 5 clinical support staff
[Note: More positions were authorized but had not
yet been filled.]

* Purchased necessary capital equipment and supplies:

o Data processing equipment and software

o Office equipment (e.g., FAX machines, mailroom equipment,
audiovisual equipment)

o Furniture for staff offices and lounge, play therapy room, waiting

room, clinical staffing room, and family therapy room

<

Located and rented both temporary space and permanent facility

¢ Upfitted building (e.g., installation of telephone and dictation/transcription
systems, wiring for data processing system, installation of PC network and
computer hardware/software)

L 4 Obtained required licenses and program certifications for Rumbaugh

¢ Arranged for appropriate resources (both experts and library services) for staff
training

L ] Completed the process of developing transition plans for 120 project-eligible clients
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Figure 2-4 (continued)

Major Actions Taken By the Fort Bragg Demonstration Project:

August 18, 1989 - May 30, 1990

Acquisition of Resources (continued)

¢

Disseminated information about the Demonstration Project to providers and clients

through:
o

o

o]

Media coverage (television, post/base newspapers, posters to
relevant organizations on the post and base, and base bulletins)
Briefings for local professional groups (e.g., Womack Army
Community Hospital, local medical society, family practice
physicians, and Developmental Evaluation Center)

Meetings with local referral sources to explain the Project and their
possible involvement as a contractee

Individual mailings, including a Project-developed informational
pamphlet, to 350 community providers who might be interested in
participating in the Demonstration through contractual agreements
Beneficiary workshops

Meetings with other key community groups

Attended meetings to develop working relationships with referral sources at:

0000

Dept. of Pediatrics, Womack Hospital

Dept. of Family Practice, Womack Hospital

Local community pediatricians, Cape Fear Valley Medical Center
Multidisciplinary Family Teams, Fort Bragg and Pope Air Force
Base

Involved in efforts transition clients to the new system of care:

o

Requested information from 350 community providers concerning
the number of Project-eligible clients they were treating and the
number they anticipated would still require services after June 1,
1990

Developeq "boiler plates” for private provider contracts with Rumbaugh

Initiated and completed negotiations for procuring outside clinical services from:

o
(o]
o

Cumberland Hospital and other hospitals

Individual and group practitioners

Contact of Fayetteville (after hours, weekends, and holidays
telephone screening services)

‘Mfade arrangements for MH/DD/SA area program to act as funding "flow-through”

agency

Completed final budget
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Figure 2-4 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
August 18, 1989 - May 30, 1990

Distribution of Resources

¢

L4

Determined rate schedules for contracted providers

Finalized subcontract for HMS to handle authorization and appropriateness of cov-
ered provider services for the period January 1 - May 31, 1990

Developed internal procedures for reimbursing subcontractors, including practices
that would allow advancing $500,000 from the State to Cardinal for initial Project
activities

Approved staff participation in several in-house and external training opportunities

Monitoring Utilization of Resources

¢

Created Project Oversight Committee composed of representatives from
MH/DD/SAS, Rumbaugh Mental Health Clinics, and Womack Army Community
Hospital (WACH)

o Developed the policies and procedures for its functioning

Development of quarterly report requirements to document and relay information
about Project activities

Initiated periodic site visits by MH/DD/SAS for the purposes of monitoring the
Demonstration and Evaluation Project

Initiated a schedule of weekly telephone conversations by MH/DD/SAS to
Rumbaugh and Vanderbilt for the purposes of information collection and oversight
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Figure 2-4 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
August 18, 1989 - May 30, 1990

Accounting of Resources

L4

Developed policies, procedures, and protocols for Project operation, including:

General administrative:

Formal plan for marketing and information release
Small disadvantaged business plan

Rumbaugh staff training plan

Policies for hiring, promoting, and terminating professional and
nonprofessional staff at Rumbaugh

Clinical staff rules and regulations

Procedures and schedule for weekly staff orientation
Appeals and grievances procedures

Voucher and reimbursement procedures

Audit guide for independent auditor

Transportation plan

0000

O000O00O0

i livery:

Diagnostic protocols

Methods for handling transitional cases
Criteria for determining levels of care
Draft beneficiary handbook

0000

Developed small-scale computerized data bases for:

o Tracking Rumbaugh staff training
o Cataloguing books and journals purchased by Rumbaugh

Began implementation of the financial and client management information systems
Established key policy committees at Rumbaugh:

Credentials Committee

Clinical Records Committee

Utilization Review Committee
Quality Improvement Committee

0o0O0O0

Participated in the Project audit carried out by HSC and the Defense Contract
Audit Agency

Assessment of Resources

L 4

Completed negotiations for contract with Vanderbilt University to evaluate the
impact of the Demonstration Project -
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Acquisition of resources

A significant portion of the "mobilization" phase of the Demonstration was spent in efforts
aimed at acquiring resources in terms of facilities, equipment, staff, and services. During the first
nine months, staff in both MH/DD/SAS and Rumbaugh devoted significant effort to:

Acquiring funds. In order to fund the development and implementation of a continuum of
care, a legal and administrative entity was needed so that funding could be channeled to services
provision and administration. Moreover, such an entity was needed so that the appropriate
licenses, certifications, and other requirements in order to be legally functional could be obtained.
At the beginning, the decision was to situate the Demonstration in a separate nonprofit entity rather
than to operate it within an existing public or private agency. One of the bases of this decision
was the belief that public agencies had to satisfy a plethora of regulations and bureaucratic practic-
es, which would serve to reduce the flexibility needed to implement an innovation.

Another related decision made by those charged with developing the Demonstration was to
take advantage of an existing opportunity -- i.e., to make use of the background knowledge of a
nonprofit corporation that had previously been established and indeed operated to approve "certifi-
cates of need," but that was no longer operational (i.e., Cardinal Health Systems Agency). Using
many of the same members who brought with them a wealth of background information and
community networking, rather than "starting from scratch” Cardinal Mental Heaith Group, Inc.
was incorporated. This strategy appeared beneficial for two major reasons: (1) it reduced the time
needed to formally establish such a corporation if beginning anew (e.g., preparation of the
necessary paperwork); and (2) it provided the Demonstration with the political, administrative, and
community expertise by having access to and ultimately involving individuals who previously had
been affiliated with the "certificate of need” process and the previous corporation.

To complicate funding arrangements, however, there was a state statute that required "funds
from the United States Department of Defense for the purpose of operating mental health
demonstration projects for families of the uniformed services . . . to be operated through an area
authority” [General Statute 122C-112(b)(8). This provision prevented funds for the Demonstration
itself (i.e., Rumbaugh) from being directly awarded by MH/DD/SAS. Rather, they had to "flow
through" a MH/DD/SA area program that would then contract with Cardinal, Inc., to provide the
requisite services and also monitor expenditures. Although not an onerous task “on paper,”
finalizing this arrangement proved more difficult than initially expected due to several factors. For
example, the original plan was to involve a MH/DD/SA area program in close proximity to
Rumbaugh so that operation and oversight (e.g., financial monitoring) would be facilitated. At the
same time, Cardinal itself planned to contract for selected clinical services (e.g., emergency
services) with providers in the surrounding community so that these treatment options would be
easily accessible to the client; it was thought that such arrangements also would help in
compensating providers for "lost" revenue from CHAMPUS clients that might be associated with
the advent of the Demonstration. Thus, this situation meant that the area program that would
monitor Rumbaugh could not also be used as part of the continuum of care if the potential for
conflicts of interest was to be avoided. These factors, coupled with difficulties engendered by local
personalities and concerns, resulted in three MH/DD/SA area programs (Cumberland, Blue Ridge,
and Lee-Harnett) being approached before a formal arrangement was realized in late June 1990.
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In addition, given that this was a newly instituted statute, it was the case that the actual procedures
and modes of operation for implementing this statute had to be developed "ad hoc" to deal with
issues that surfaced during attempts to implement this statute.

. Substantial effort also was expended by both State
and Rumbaugh administrative staff in developing contractual arrangements with local providers for
procuring selected services that were part of the continuum of care (e.g., inpatient hospitalization
and outpatient psychotherapy). It was expected that about 67% of all cases admitted by Rumbaugh
would be referred out to other providers in the community for services and reimbursement by
Rumbaugh.

The process of identifying and contacting providers, soliciting interest, providing informa-
tion, and preparing actual contracts proved, however, to be lengthier than anticipated. In fact, two
weeks before Rumbaugh began providing services, there were no signed contracts, although
approximately 20 were awaiting signature.

1sfyi , ' ation. Another major
responsxbxhty mvolved acuvmes related to ensunng that Rumbaugh could meet all necessary
licensure and certification requirements (e.g., for outpatient and substance abuse services), along
with additional state standards and those of the JCAHO. Further, several other requirements had
to be met, including obtaining insurance and assuring that all Rumbaugh staff met the necessary
licensing and credential standards.

Locating and arranging for facilities. Locating an appropriate facility for the Demonstration
was, relatively speaking, accomplished fairly easily. A site (Omni Centre) within close distance to
the Army post, the major outpatient health care clinic for Army personnel (PRIMUS), and public
transportation was found early on in the Demonstration. Another added benefit was that this site
did not require extensive upgrading or renovation, although some “up-fitting" and improvements
(e.g., a play therapy room) needed to be made. The facility was, however, essentially ready for
administrative staff use by early 1990.

Hiring staff. Considerable effort, particularly by key Rumbaugh administrative staff, was
spent in recruiting and hiring qualified staff for the Demonstration. To facilitate this process, a
computerized data base on applicants (n = 400 as of May 1990) was developed to assist in keeping
track of applicants, assuring that required hiring tasks (e.g., acknowledgement letters) were
completed, and identifying qualified applicants as additional positions became open.

In general, Rumbaugh staff felt that they had been successful in hiring individuals with
excellent qualifications, but that this achievement was only accomplished by substantial time and
effort to overcome such factors as the geographic location of Fayetteville and the "time-limited"
nature of staff positions associated with demonstration projects. At the same time, there were
several attractive features of the Demonstration that aided recruiting, including its proximity and
ties to the University of North Carolina at Chapel Hill. In addition, there was somewhat more
flexibility in setting salaries; although Rumbaugh’s salary schedule was only slightly higher than
that of other major public facilities in the area (i.e., 1.2%), individuals could be hired at "steps"
other than “Step 1", i.e., at a salary in the middle of the range for a particular grade.
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Arranging for clinical services. Efforts aimed at disseminating information about the Dem-
onstration in order to alert the Deronstration’s potential clients about the new system that would

begin on June 1st also were required. During the first nine months of the Demonstration, several
activities were carried out: an information release campaign to local and post media regarding the
official dedication ceremonies of Rumbaugh; presentations describing the Demonstration by
Rumbaugh staff to school systems, providers groups, and referral sources; the conduct of two
workshops for interested beneficiaries; the preparation of fact sheets and letters to on-post
organizations (e.g., youth activities and family services centers); and the development of a "benefi-
ciary handbook" for clients.:

Further, policies and procedures had to be instituted in order to ensure that clients already
in treatment under the existing system were: (a) "well informed of the changes in the way
CHAMPUS mental health benefits were to be provided;" (b) "confident that the changes would
enhance or improve services;" and (¢) “assured that intrusion and disruption of treatment would be
minimal.” In order to identify these individuals and facilitate their entry into the continuum of
care, the Demonstration planned to: contact about 350 providers, including all MH/DD/SA area
programs, JCAHO approved psychiatric hospitals, general hospitals with psychiatric units,
residential treatment centers, and all private providers involved in outpatient care in the immediate
service delivery area; review cases; develop formal transition policies; and prepare individualized
transition plans for project-eligible clients.

These transition activities required more time than expected for several reasons. First,
nearly 1,000 (n = 974) providers had to be contacted to identify project-eligible clients. This
resulted in 302 clients being identified as receiving mental services prior to June 1, 1990 and as
needing services after this date. Further, the review of cases and preparation of individualized
transition plans during the period January - June 1, 1990 by Rumbaugh staff was quite labor-
intensive. For example, the Transition Team responsible for reviewing the needs of these
individuals was meeting four days per week near the end of this period. The total cost of staff
time necessary for these transition activities was estimated to be $103,500, including 25% time for
five months for three senior clinicians and a staff member, 100% time for three months of three
case managers, and 1.7 FTE of support staff.

Distribution of resources

As the various resources were procured, decisions were made regarding how they would be
allocated to the various administrative/support and treatment components of the Demonstration.
For the most part, during the nine month start-up, this involved activities related to distribution of
funds. For example, a final budget for each component of the continuum of care and the
Demonstration as a whole had to be prepared. Internal procedures for reimbursing subcontractors
(including making provisions for the State to advance $500,000 for Demonstration activities until
these costs could be billed to and reimbursed by the Army) had to be developed. Reimbursement
rates had to be established for paying contracted providers.

*This beneficiary handbook was not made available to clients until the summer of 1990 due to the need to
await Army approval for necessary changes in various clinical policies.
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In addition, a complication arose regarding the transfer of CHAMPUS responsibilities
during this time period. Given that the new system of care bestowed upon Rumbaugh, in addition
to service delivery, the role of precertifying all inpatient and residential treatment admissions and
performing utilization review for long-term outpatient care, commencing during the start-up
period, provisions had to be made for performing this responsibility until Rumbaugh was to be
opened. Service delivery was not scheduled to commence until June 1, 1990, yet precertification
was required for children in this catchment area beginning January 1, 1990. Consequently, a
contract had to be finalized between MH/DD/SAS and HMS that has authorization and
appropriateness determinations for all mental health services outside of the catchment areas of
demonstration projects being billed to CHAMPUS.

Monitoring utilization and accounting of resources

Developing sound monitoring and accounting systems also constituted a major activity
during the first nine months of the Demonstration. An oversight group (the POC) that was
comprised of all the major constituencies for the Demonstration had to be established; its first
meeting was held January 17, 1990, and formal operating policies and procedures emerged shortly
thereafter. At the state administrative level, several activities were initiated, including both
periodic site visits and weekly telephone briefings.

Financial monitoring. Administrative staff at both Rumbaugh and MH/DD/SAS also were
heavily involved in developing policies, procedures, and guidelines for monitoring fund
acquisitions and expenditures (e.g., voucher and reimbursement procedures and audit guidelines).
These regulations and guidelines themselves had to satisfy other major standards and requirements
(e.g., those that apply to receiving a federal contract, state policies, general accounting principles
for nonprofit private organizations, and rules of the MH/DD/SA area program through which
funding was being channeled. Along with these tasks were additional ones associated with
developing "boiler plate” specifications for contracts with outside providers and other groups).

Staff monitoring. Several efforts linked to monitoring staff conduct also were initiated.
These included, to name a few, the development of mechanisms for tracking and overseeing staff
training activities, the preparation of clinical staff rules and regulations, and procedures for
handling appeals and grievances.

Services monitoring. Not surprisingly, a significant amount of effort revolved around
formulating policies and procedures related to the services delivery function (e. g., diagnostic
protocols, methods for handling transitional cases, and criteria for determining levels of care). In
addition, Rumbaugh created several key policy committees, including ones for credential review,
clinical records maintenance, and utilization review. It should be noted that the utilization review
procedures were not fully operational at the time of the project’s "start date.” Although this
quality assurance program was to be ongoing on a monthly basis as of June 1, 1990, this was not
the case.

Several other clinical services policies and procedures had to be developed. These included
developing procedures for paying for prescription medication for clients served by the _
Demonstration and determining the eligibility of emancipated minors for participation in the
project. Another general responsibility involved the design and implementation of the financial
and clinical client management information systems (MIS). During the first nine months of the

B 2-21




project, considerable attention was devoted to choosing an appropriate software and getting the
system “up and running.” However, the MIS was not fully operational at the time Rumbaugh
began providing services; the financial and clinical components were only partially automated.

Assessment of resources

Finally, to assess major outcomes and effects associated with the Demonstration, a contract
with Vanderbilt University was finalized. Their contract provided for an independent team of
researchers to determine whether: (1) the Demonstration resulted in improved mental health
outcomes for its participants above those experienced in the comparison sites using the existing
CHAMPUS service delivery system, and (2) the services provided by the Demonstration were
more cost-effective. Internally, Rumbaugh also began work developing its own Utilization Review
System to monitor and assess the quality of services it was providing. Although the establishment
of systems to assess the performance of the organization is considered a monitoring function, these
activities are noted here to document the attention to planning for future assessment activities
during the start-up period.

The Continuum of Care and Its Components

The preceding paragraphs have focused on providing a picture of the Demonstration overall
in terms of "pre-start-up” activities. However, the actual clinical services to be provided in the
continuum of care are comprised of several individual components: (1) intake assessment and
emergency services; (2) treatment, including inpatient, residential, partial day, outpatient, and
emergency/crisis services; and (3) case management. As of June 1, 1990, the degree to which
each of these were implemented was not uniform.

It should be noted at the onset that the judgment of "preparedness” has been made based on
the client flow anticipated by Rumbaugh at the point it began providing services. This expected
level of demand was based on information provided by HSC and thus was incorporated into the
contract as the standard for hiring sufficient numbers of staff. As indicated in the original
contract, the initial months of service delivery were based on a specific number of clients (Hiring
Plan A) (see Table 2-1), and during the course of the Demonstration, staff increases were planned
as client demand accelerated (Hiring Plans B-D).

Table 2-1
Cardinal Staffing Plan for FY89/90

Predicted Planned Number

Plan/ Date Client Load of Clinic Staff
A/August 1989 - May 1990 160-200 40
B/June 1990 -September 1990 240-300 50
C/October 1990-September 1991 320-400 60
D/October 1991 - May 1994 400-500 69
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In describing the level of "preparedness” for each of the components (see Figure 2-5), a
strategy has been adopted in which each component has been judged to be "generally equipped”,
“partially equipped”, or "not equipped at all" to be providing services to individual clients and
their families. The basis for these judgments resides in meeting the following criteria: (1) all staff
(included in Plan A) have been hired and are in place; (2) the necessary facilities are operational;
and (3) the requisite policies, procedures, and clinical tools have been developed for services
provision. To warrant the judgement of "not equipped at all* requires that none of the three
criteria has been met; satisfying two of the three criteria merits a rating of "partially equipped;”
and "generally equipped,” means that all three criteria have been achieved, although some fine-
tuning may still be necessary. This classification system is recognized as fairly crude and assumes
that each of the three criteria are equally important. At the same time, it is believed that this
provides a useful approach to summarizing the status of the continuum of care on June 1, 1990.
Figure 2-5 provides a pictorial synopsis of each component's "state of readiness."

Intake Assessment. The Intake Assessment and Emergency Services section was generally
equipped to begin its clinical efforts. A Section Head was hired (although relatively new), the
number of staff specified by Hiring Plan A were trained and in place, contracts for outside services
(i.e., crisis line screening and emergency services) had been finalized, and the requisite office
space was provided. In addition, the decisions about the diagnostic procedures and protocols had
generally been completed, and work had begun in terms of linking with local mental health
agencies to deal with issues of transitioning clients.

In general, few problems surfaced with regard to developing this component of the continu-
um of care prior to June 1, 1990. Compared to the ease of recruiting individuals to other
Rumbaugh units, some difficulty resulted from the fact that many individuals qualified for intake
positions also are trained to conduct psychotherapy and did not wish to focus solely on client
intakes. However, this issue was handled by exploring with the Qutpatient Services section the
possibility that intake staff also could provide treatment to 1-2 clients.

Qutpatient Services. In general, Qutpatient Services was ready to deal with clients as of
June 1, 1990. All Rumbaugh staff had been hired (as specified in Plan A), there was a Section
Head to administer the component, and approximately 20 contracts were awaiting signature with
outside providers. The necessary facilities were available (e.g., staff offices and the thera-
py/observation rooms). Specific procedures for how contracted providers would function in the
system of care (e.g., their role at Treatment Planning meetings) still needed to be formalized,
along with other issues of concern to this group (e.g., whether contracted providers would be
reimbursed for time spent on report completion). In hindsight, it would have been preferable to
have had these procedures developed, given the substantial reliance on contracted professionals
resulting from the heavier-than-anticipated client flow after June 1st and the 219 transition clients
treated by outpatient providers.

In-home Services. By June 1, 1990, the Section Head had been hired, along with the staff
specified by Plan A. Further, policies regarding admission and continuation criteria for the
delivery of emergency services, operation standards for this component, and other related issues
were either developed or in the process of being developed.
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Day Treatment Services (CETS). The Community Education and Treatment Services

section was not in place by the time the Demonstration began treating clients, although such
services as in-school therapeutic assistance and school consultation were available to clients soon
thereafter. CETS programming was not scheduled to begin on June 1, 1990, as the Army wanted
to make sure that the demand was sufficient to warrant full-scale implementation. However, one
full-time clinician and a part-time consultant who specialized in day treatment were developing
initial section guidelines in anticipation of implementation. As such, the Day Treatment program
had not been established and in fact was still at the conceptual stage. At the same time, this
component appears "underprepared” in general. The Section Head position had not been filled,
along with such other positions specified by Plan A as Curriculum Specialist. Initial efforts to
forge strong linkages with the schools and other relevant community providers had begun but were
awaiting the filling of the Section head position.

Residential Services. This component also was not implemented as of June 1, 1990, but
was not scheduled to be implemented at that time, resulting from the Army’s decision to postpone
operation until FY 1991. Plans were underway for the development of these services, however.

A Section Head had been hired, and efforts were being made to fill other staff positions; in fact, as
of late May 1990, screening of almost 200 applicants for 7 group home positions was underway.
The therapeutic home program and group homes were in the early stages of planning and
development stages, but appropriate locations for these residences had not been found. As of June
1, 1990, however, existing community therapeutic homes and group homes were available as
needed on a contractual basis. It was planned that the therapeutic home program would be fully
operational by October, with no date at that time determined for the implementation of group
homes.

Case Management. Case management services at Rumbaugh appear to have been only
partially equipped for their function. Although the Section Head and the requisite number of staff
had been hired as dictated by Plan A, several procedures and policies still needed to be finalized.
For example, the model of case management to be used by Rumbaugh was generally articulated in
documents describing the phases of the managed care function, and the curricula for training case
managers were nearing completion. Policies and procedures conceming client eligibility for case
management, emergency clinical case management procedures, length of case management efforts,
and the structure and contents of comprehensive treatment plans also were being developed/had
been completed. There is some suggestion, based on relevant materials pertaining to subsequent
months (i.e., August 1990.and thereafter), that the "preparedness” of this component could have
been bolstered. Within a few months after operation, a new Section Head was hired, and the
internal organization of this component was significantly restructured.

The reasons for the later modifications in the case management component, and the
implementation of service delivery by the CETS and Residential Services components, will be
discussed in a following chapter describing the first thirteen months of service delivery (June 1,
1990 - June 30, 1991).




Factors Facilitating or Impeding Planning and Development of the Demonstration

There were several factors that facilitated the implementation of the Demonstration. These
are more completely described below.

The surrounding environment for the Demonstration was relatively rich in resources,
particularly when compared to many other major military installations. Being closely situated to
leading research and teaching institutions, state government, and other major mental health
resources (e.g., the Area Health Education Center) facilitated such activities as the hiring and
training of staff and the acquisition of expert consultation for program/component development.
Further, the existence of related initiatives for children (e.g., the Robert Wood Johnson and
CASPP projects) can be seen as providing a rare opportunity for services collaboration and
cooperation in the area of children’s mental health services. The staff in the North Carolina state
office provided linkage between these service demonstrations. In addition, state staff members
who handled administrative issues relieved Cardinal, of extensive paperwork and served as a buffer
between the Demonstration and the Army during this time period.

Another factor that facilitated implementation of the Demonstration concerned its basic
organization and configuration as a mental health services organization. At the onset, the contin-
uum of care was both developed by and housed within a "new" freestanding, nonprofit facility
rather than being placed within an existing health/mental health agency or governmental bureau-
cracy. In line with the “lessons” from the literature (e.g., Gray & Scheier, 1987), this helped to
provide the flexibility needed to launch new initiatives, and this perspective also surfaced in the
May 1990 interviews. For example, the policies and procedures that needed to be developed,
while having to conform to state requirements and professional standards, did not have to try and
fit with an existing organization’s modes of operation; this would have been the case if the
Demonstration had been a component/program within an existing community mental health clinic.
Also, the nonprofit status of Rumbaugh permitted additional license in hiring personnel; whereas
Cardinal had to stay within the general salary schedules of other state/county organizations within
the catchment area, it did have the flexibility to more easily hire staff at steps other than the
"bottom" step within a specific position grade (e.g., the mid-range). As will be described in a
later section, this also led to some problems.

As a result of concerted recruiting efforts, the Demonstration had a sufficient pool of
qualified applicants for consideration. Further, the individuals who were selected and hired
represented a complementary mixture of "new blood," substantial professional experience, and
well-established community contacts. This "blend” was reflected in several ways, and its
achievement may be seen as a tribute to those in charge of hiring. For example, the Executive
Director of Cardinal had a long history of community contacts and interactions, having served as
the chief executive of a former health organization in the catchment area. The Program Director
had been practicing in the local area and involved in the planning of the Demonstration for four
years prior to the award of the contract. Key management staff were experienced in developing
and operating from a system approach following their prior experience in public sector endeavors.
This type of expertise facilitated the development of relationships with other groups and
organizations. At the same time, Rumbaugh staff also included individuals new to the catchment
area, thus offering another perspective regarding contextual events and ways of handling problems.
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Throughout the planning and development phase of the Demonstration, the atmosphere at
Rumbaugh was one of teamwork and cooperation, along with a strong embracing of the key
philosophies encompassed by the continuum of care. This shared commitment and collegial
approach bodes well in developing a new program. Staff responses to field interviews in May
1990 indicated that they were quite pleased to be involved in the demonstration, with many saying
that “this was the best job they have had.”* Communication between management and staff also
appeared to be bi-directional and effective. A formal Management Team was formed that met
regularly to prioritize needs and priorities, develop policies, and communicate these policies to all
Rumbaugh staff. Similarly, the support of the WACH command personnel during start-up, and
subsequently as members of the POC, facilitated implementation of the Demonstration during this
time period.

The contract from the Army provided sufficient resources for not only equipment acquisi-
tion, facility upgrading, and staff hiring but also for activities instrumental to services delivery
(e.g., staff training and development). This strong emphasis on training is embraced by the
overall treatment philosophy of the Demonstration and was viewed quite positively by staff as one
that helped them to carry out their responsibilities more successfully. For example, clinical staff
were allowed to attend seminars and workshops pertinent to their roles (e.g., workshops on clinical
algorithms, therapeutic foster care, and different models of case management). The scheduling of
in-house sessions where staff could disseminate materials from workshops they had attended and
discuss the highlights of the training also was seen as both broadening the results of training and
providing an opportunity for staff discussion and collegiality.

Finally, the existence of a funded "start-up” period for planning and developing the continu-
um of care and its components was crucial. Although the need for this is obvious, it is not
unlikely that individuals are often asked to begin services shortly after the funding becomes
available. Given the comprehensive breadth and scope of the Fort Bragg Demonstration process
and the multitude of activities that had to be completed, it could be argued that this planning period
could have been lengthened.

At the same time, problems surfaced that hindered in one or more ways the
Demonstration’s ability to be fully operational by the time it "opened its doors.” First, the
Demonstration encountered some suspicion and mistrust from the local provider community, and
its efforts to effectively field questions, correct misunderstandings, and enlist provider participation
were hampered by the length of time required to obtain HSC approval to release information (e.g.,
reimbursement rates for contracted providers) that could have helped to address provider concemns.
Consequently, the time and effort to contact and enlist provider participation (e.g., establishing
contracts for needed services) was considerably greater than anticipated, and few contractual
arrangements were finalized as of June 1st, particularly those with private practitioners. For the
most part, however, the level of "hostility” from community providers was low, with the majority
of concerns revolving around billing and payment issues, e.g., reimbursement rates, administrative
"paperwork" requirements, and "turn-around time" for payment of claims.

The only exception was Cumberland County Mental Health Center, the local MH/DD/SA

area program. Repeated concerns were raised by the Area Director, including the salaries offered
by Rumbaugh , concern that the demonstration was "raiding” Cumberland staff, and so forth. In
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general, these concerns were promptly handled and appear to be overinflated. However, some
level of friction persisted, including speculations that key administrative staff at Cumberland had
attempted to raise concern over the Demonstration by suggesting to a local newspaper reporter that
he should investigate Cardinal’s hiring, bidding, and administrative practices.

Problems were experienced in adapting the computer software chosen to operate the man-
agement information system to meet the needs at the Rumbaugh Clinic. A pre-existing software
program was chosen in order to expedite implementation but did not allow the flexibility needed
for this Demonstration. Customization was required that, at times, took longer than anticipated.
In addition, fine tuning of the manual system required additional time. As a result, the complete
system for client characteristics, service utilization, and financial transactions was not fully opera-
tional when the Demonstration officially opened its doors.

As of June 1, 1990, the staffing levels for Rumbaugh were in accordance with Plan A,
although a few key positions remained open (e.g., the Section Head for Community Education and
Treatment). This staffing plan was based on the Army’s assumption that client demand would total
between 160 and 200 during the initial months of service delivery.

For several reasons, including the constraints established by HSC, the full continuum of
care was not implemented as of June 1, 1990. Coupled with a significantly heavier client load and
the lack of several "intermediary” treatment settings (e.g., group homes and supervised
independent living), it became readily apparent that this situation worked against the project’s
overall goals (i.e., improved treatment outcomes at reduced cost, along with providing "individu-
alized, wrap—around services"). These issues are discussed in the following section, "The First
Thirteen Months of Service Delivery of the Fort Bragg Demonstration Project, June 1, 1990 - June
30, 1991."

Cardinal’s salary schedule was only 1.2% higher than Cumberland’s. Cardinal, however, was able to hire
staff at higher “steps,” thus effectively increasing the salary levels.
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Section 2
Providing a Continuum of Care for Children’s Mental Health Services:
The First Thirteen Months of Service Delivery of the Fort Bragg Demonstration Project

June 1, 1990 - June 30, 1991

Executive Summary

The purpose of this chapter section, as in the previous section, is twofold: (1) to summarize
the major activities that were involved in implementing a community-based, continuum of care for
children’s mental health services during the first thirteen months’ of service delivery of the Fort
Bragg Demonstration Project (i.e., the thirteen months following the Rumbaugh Mental Health
Clinic’s official "opening of its doors" to clients on June 1, 1990); and (2) to identify the factors
that either facilitated the Demonstration's efforts during its first year of service delivery or erected
barriers to successful implementation. As mentioned previously, this section primarily on two
sources of information -- semi-structured interviews with key State, Womack Army Community
Hospital, and Rumbaugh staff, and relevant documents (e.g., Project deliverables to the Army,
internal correspondence, minutes of meetings).

The major activities were directed at acquiring resources, distributing them throughout the
organization and service system, and developing monitoring and accounting procedures for tracking
how these resources were allocated and expended. An intense amount of effort continued to be
directed to acquiring needed resources. This effort was a result of an immediate surge of request
for services that far exceeded planning estimates. Directly related to this issue were increase in
the client load, increase in the budget, increase in the staffing plans, and contracting with private
providers. As new resources were added to those already in place, decisions regarding how they
would be allocated to the various administrative and clinical components of the Demonstration
were continually made. This involved not only receiving and distributing funds, but also
prioritizing client care and coordinating services and resources.

Continued development of monitoring plans and carrying out of accounting functions also
constituted a significant focus during the initial thirteen month period of service delivery. The
monitoring activities centered on establishing procedures for overseeing resource consumption at
the Demonstration, while the accounting functions followed by documenting the actual performance
in the specified areas. The activities associated with assessment of Demonstration resources took
two primary forms: (a) evaluation of the level of resources needed to provide services to the
eligible clients who presented for care; and (b) assessing the compliance of the Demonstration with
requirements imposed by the contract and by the community best-practices doctrine for
professional services.

"The thirteen month time period was chosen instead of one year in order to coincide with the end of the
quarterly reporting period.
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The actual clinical services provided in the continuum of care comprised several
components: (a) intake assessment and emergency services; (b) case management; and (c)
treatment provided by Rumbaugh and contract providers, including: outpatient, day treatment and
afterschool programs, in-home therapy and crisis intervention, residential, inpatient, psychiatric
and substance abuse services. At the beginning of this time period, Intake Assessment, Case
Management, In-home Services, and Outpatient Services were the only components within
Rumbaugh that were operational. Inpatient services and therapeutic homes became available
immediately through contract with area programs. Although the remaining components had
originally been planned through the budget negotiations process to be phased in, the increased
caseload necessitated implementing these services as quickly as possible. By March, 1991, the
Community Education Treatment Services and Residential Services components were also fully
operational and the continuum was considered complete.

Factors at the organizational, community, and contractual levels influenced the
implementation of the Demonstration during the period from June 1, 1990 to June 30, 1991, the
first thirteen months of service delivery. Factors that facilitated the implementation of the
Demonstration included: (a) Cardinal’s organization as a not-for-profit mental health agency and its
related administrative flexibility; (b) general organizational flexibility in the face of increasing
client loads and change; (c) staff commitment to the continuum of care model; (d) coordination of
treatment services at the individual and organizational level; (e) abundant resources; and (f) the
presence of two buffering groups between Rumbaugh and the Army Health Services Command
(HSC).

Factors that posed impediments to the successful implementation of the Demonstration as
planned included: (a) the high volume of clients presenting for service on June 1, 1990, and
beyond; (b) the quick expansion of services in addition to the difficulty in initiating alternative
services that are not part of the mental health "mainstream" such as day treatment, residential
services, and case management; (c) problems regarding role ambiguity, continuity of care, and
family involvement with children and adolescents involved in multiple levels of care; and (d) the
increasing strain in relationship between the Army and the Demonstration related to rising costs
and increased surveillance. The issues raised during this first period of service delivery
Demonstration will continue to play out as the second year of service delivery unfolds.

Rationale and Structure of the Chapter Section

Purpose of the section

In general, this chapter is intended to continue the description Demonstration begun in the
previous section, "Developing a Continuum of Care for Children’s Mental Health Services: The
First Nine Months of the Fort Bragg Demonstration Project (August 18, 1989 - May 31, 1990)."
That section described the major "start-up” activities that were involved in getting the
Demonstration to the point of being able to offer services on June 1, 1990. In the present section,
two central questions will be addressed:

(1)  What are the major activities that were accomplished during the first thirteen months
of service delivery of the Demonstration (i.e., June 1, 1990 - June 30, 1991),
including the key resources expended and actions performed, and what was the
degree of congruence between these activities and those originally planned?
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(2)  What factors facilitated the implementation of the Demonstration during this first
year of service delivery, and what barriers interfered with project operations during
this period?

Sources of information

This section, as the last, is based primarily on two sources of information: semi-structured
interviews with key State, Womack Army Community Hospital, and Rumbaugh staff, and relevant
documents. During the spring and summer of 1990, a series of interviews was held with 39
individuals representing North Carolina’s MH/DD/SAS, members of the Project Oversight
Committee from Womack Army Community Hospital (WACH), and Rumbaugh staff members at
the executive, section head, and service delivery levels. These interviews focused on eliciting
information about the types and levels of activities that occurred during the first year of service
delivery, resources available for the implementation of the Demonstration during that period,
perceptions and expectations for the Demonstration and its individual components, and factors that
either facilitated or impeded the implementation of the Demonstration during that period.
Information from field office reports and site visits prepared by Evaluation Project staff was also
incorporated.

Documents generated by or about the Demonstration were also reviewed, which included:
all quarterly reports submitted to the Army by MH/DD/SAS; minutes of meetings such as those of
the Project Oversight Committee; organizational charts and staffing reports of Rumbaugh;
correspondence between MH/DD/SAS, Rumbaugh, and the Army HSC; policies and procedures
developed by Rumbaugh staff; and correspondence and reports from groups and individuals with
which the Demonstration has had contact.

Overall approach guiding this section

Designed as part of an ongoing series of sections describing the implementation of the
Demonstration, this section on the first thirteen months of service delivery continues to use
Leginski et al.’s (1989) categories of basic managerial decisions and activities for mental health
services. The categories continue to form the framework for discussing the resources and tasks
involved during the time period. Five major areas described include: acquiring resources for the
Demonstration; distributing resources within the organization; monitoring the organization’s use of
these resources; accounting for these resources; and assessing the impact of the organization, the
compliance with plans and priorities, and the influence of factors on the implementation of the
program. :

Structure of the section

This section is organized into three sub-sections. The first section summarizes the major
activities of the Demonstration from June 1, 1990 to June 30, 1991 (the first thirteen months of
service delivery). In general, it will provide an abbreviated description of the Demonstration’s
major activities using Leginski et al.’s (1989) categories of management decisions.

The second sub-section will describe in more detail the operation of each component of the

Demonstration during this time period. Staffing patterns, dates of initiation of service-delivery for
each component, and congruence with implementation plans will be reviewed. In the final section,
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factors are discussed that either facilitated implementation of the Demonstration or imposed
barriers to its successful operation.*

Major Activities of the Demonstration During the First Thirteen Months of Service Delivery

The composite picture of the Demonstration’s activities during its first thirteen months of
service delivery and implementing a continuum of care on June 1, 1990 can be organized around
five types of managerial decisions/actions (Leginski et al., 1989):

)

o)

&)

@

©)

Acquiring the necessary resources for the Demonstration. This includes those ac-
tions aimed at procuring needed resources, including financing, staff, facilities, and
even clients. Examples are hiring staff, contracting with local providers to deliver
services, developing referral sources, and making arrangements with various third-
party payers for services.

Distributing resources. These types of decisions and activities center on the allo-
cation of resources among the various units/groups involved. Typical efforts include
preparing budgets, negotiating unanticipated requests that involve financial impli-
cations, and deciding on specific contractual arrangements (e.g., establishment of
reimbursement rates for external providers).

Monitoring how resources are wilized. Decisions and duties required for overseeing
resource consumption within the Demonstration cover several different domains.
These include, to name a few, the development of formal reporting requirements,
review of reports, and the installation of a management information system that can
generate and monitor "key indicators” of effort and resources expended by the
organization.

Accounting of resources. This category of activities involves those tasks and deci-
sions that demonstrate control over resource utilization. In addition to financial ac-
counting practices, accountability efforts frequently entail the formulation of policies
about staff performance and clinical treatment.

Assessment of resources. As previously described, these activities focus on deter-
mining whether organizational inputs and outputs are appropriate. Assessments are
of two types. Compliance assessments involve making judgments about whether
things actually occurred or were supposed to happen as a result of certain organiza-
tional actions (e.g., an increase in the hiring of minorities as a result of new agency
guidelines or improvements in services delivery subsequent to changes in the
allocation of program resources). Impact assessments are directed at determining
whether particular expenditures of an organization’s resources produced the desired
outcome(s) e.g., enhanced levels of client functioning as the result of treatment).

* For an overview of the Ft. Bragg Demonstration Project, refer to the previous chapter section of the
Implementation Study, *Developing a Continuum of Care for Children’s Mental Health Services: The First Nine
Months of the Ft. Bragg Demonstration Project, August 18, 1989 - May 31, 1990.*

g 2-39




Figure 2-6 presents a detailed enumeration of the major actions taken by the Demonstration,
including those carried out by MH/DD/SAS and Rumbaugh.’

Briefly stated, the majority of activities during the thirteen-month period were directed at
acquiring resources, distributing them among participants, and developing monitoring and
accounting procedures for tracking how these resources were allocated and expended. The major
efforts under each of these more general categories are briefly described following Figure 2-6.

® The activities that occurred under the auspices of the Evaluation Project are not detailed in this report, given that
this document is part of the overall evaluation effort at Vanderbilt University.
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Figure 2-6

Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Acquisition of Resources
¢ finalized details of contracts with Lee-Harnett MH/DD/SA Area
Program
¢ continued to prepare for and obtain necessary licensure and
certification for program elements

o obtained necessary insurance for opening of residential

and day treatment programs
¢ continued to recruit, hire and train staff

o full time clinical staff grew from 40 (approved 6/1/90)
to 154 (hired by 6/30/91)

o administrative staff grew from 5 (approved 6/1/90) to
11 (hired by 6/30/91)

o continued to maintain a computerized database for job
applicants

¢ continued to purchase necessary capital equipment and supplies

¢ continued to locate and rent facilities for offices, day treatment,
group homes

4 continued to expand and upfit facility

L ] secured leasing of vehicles (5 sedans and 4 vans)

° to transport clients in the residential and day treatment
programs and as a "last resort” to transport clients in
the outpatient program

o also used for client visits by staff in the in-home and
case management sections

] screened referrals before scheduling intake assessments

o established a telephone screening process in order to
lessen intake load
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Figure 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Acquisition of Resources (continued)

¢ admitted clients for services
o performed 2,312 intakes during the first 13 months
o increased case load from 120 expected as of June 1, 1990 to 1,386
active clients and 89 pending assessment as of June 30,1991
o provided services to a total of 2,470 clients

L 4 developed and distributed beneficiary handbooks

¢ continued contracting with private psychologists, psychiatrists, social
workers, other mental health professionals, and hospitals
o by 9/30/90, signed contracts with 28 private providers,
10 corporate groups (including 59 providers), 4 MH/DD/SA
area programs and 5 hospitals
o set up system for credential review and privileging
contract providers

¢ opened services in all components

¢ Assisted the chief health care provider for military families (PRIMUS) in modifying
their contract to allow direct referrals to Rumbaugh Mental Health Clinic

4 developed procedures for prescription medication to be made available

¢ renegotiated contract with Army to modify client eligibility

o to include emancipated minors who are CHAMPUS eligible
spouses and under 18
o to include a portion of the payment for services to Willie M. clients

* renegotiated FY90 and FY91 budgets to reflect increase in client load

L 4 prepared budget for FY92 to include increase in predicted client load
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Figure 2-6 {continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Distribution of Resources

renegotiated rate schedule for contract providers

renegotiated Army contract for case management to include use of
outpatient care coordinators

provided ongoing training oppor tunities for staff

conducted intake staffings on all new clients to determine
appropriate initial level of care

conducted treatment meetings on a regular basis to design and
coordinate client care

participated in meetings to coordinate care to Rumbaugh clients
o schools at Fort Bragg, in Fayetteville, and the
surrounding area
o Womack Army Community Hospital
o other community agencies
provided intake materials to contract providers and ongoing
case monitoring

provided client transportation when necessary

determined priorities for client care in the face of greater than
expected number of clients

established system of communicating organizational, policy and procedure
changes to all staff members

received technical assistance from MH/DD/SAS on multiple issues,
including meeting licensure and certification requirements, developing
justification for additional vehicles, reviewing the physical facility,
developing DEERS procedure to use prior to installation of DEERS terminal,
assisting with cost projections

decreased utilization rate based on total number of clients served in inpatient
hospitalization and residential treatment centers

c June 1990, 7% of caseload

o) June 1991, 1.6 % of caseload
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Fligure 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Monitoring Utilization of Resources

¢

¢

continued meeting of the Project Oversight Committee on a monthly basis

continued preparation of quarterly and other reports to document and
relay information about project activities to the Army

developed surveillance procedures for MH/DD/SA to monitor performance
of Rumbaugh and Vanderbilt

initiated use of computerized data base for generating customized reports
for various users

developed Quality Assurance/Utilization Review system
o reformulated Quality Assurance system into an ongoing
Quality Improvement process

reviewed and revised policies for subcontracting to private providers
established regular committee meetings for clinical management,
review of credentials, clinical records, UR, QI, provider advisory, and
other issues

prepared audit plans

continued to develop and refine policies and procedures related to
Rumbaugh operations

continued to monitor and attempt to reduce length of waiting list for intakes
continued monitoring of compliance with personnel requirements

participated in surveillance activities

o NC MH/DD/SAS
Army Office of the Surgeon General
Army Health Services Command
WACH COR

00O
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Figure 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Accounting of Resources

¢

L4
]
¢

provided ongoing supervision to staff at all levels
reviewed treatment planning and documents submitted by contract providers
initiated billing system for clients with additional insurance benefits

initiated reimbursement system for contract providers

o set up system for clinical case managers to authorize hospital stays

reported on Willie M. and clinical cost outlier expenses on a monthly basis

documented DEERS eligibility of potential clients through established procedure
o DEERS terminal installed in June, 1991

documented all clinical services through extensive clinical records procedures
o transcription services provided for clinical notes and reports
o clinical records reviewed regularly

participated in independent audits
o FY90 closeout audit of Cardinal by Ray Clinebelle, C.P.A.
o 3/27/91 audit by the Defense Contract Audit Agency

initiated and gathered information on numerous QI studies across the program
components

established system for keeping minutes at all official committee meetings
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Figure 2-6 (consinued)
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Accounting of Resources (continued)

¢

L4

participated in surveillance and monitoring visits

o

o

o

10/17/90 Mrs. Price of OTSG, LTC Dohanos, Mr. Swan,
and Mrs. Mathis of HSC received administrative update

of the project

11/28/90 COL Fagan and Mrs. Price OTSG and LTC Plewes
of Walter Reed Army Medical Center visited to review
active cases, clients’ records, and to get an overview

3/91 Dr. Roy Haberkern, child psychiatrist, under contract
to MH/DD/SAS, initiated peer reviews to monitor client
management at Rumbaugh

3/25-26/91 administrative and clinical review by HSC

COL Brenz, LTC Dohanos, CPT Stockmeyer, Mrs. Mathis,
LTC Plewes (Walter Reed), MAJ Batzer and CPT Morris (WACH)
4/24/91 LTC Dohanos and Mrs. Mathis conducted a review
of the administrative programs

4/15/91 surveillance visit by CPT Morris

notified Army that approved budget amount was not adequate

requested relief for the State for costs that exceeded
the approved contract

submitted revised FY 91 budgets reflecting increase in
clinical services associated with increased client load
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Fi 2.6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Assessment of Resources

4 received feedback from surveillance and monitoring visits and addressed
recommendations

o FY90 closeout audit of Cardinal by Ray Clinebelle, C.P.A., indicated
positive opinion of compliance and fiscal responsibility in
all areas with the exception of budget compliance organization’s
allowable costs exceeded the approved budget and had not received
a budget modification as of his report date (by $629,135)

o 11/28/90 visit by COL Fagan raised concerns regarding adequate
personnel and a completed QA plan

o 3/25-26/91 CPT Stockmeyer noted minor deficiencies in QA program,
COL Brenz noted that there were a few discrepancies in clients
charts but, in general, the evaluations were thorough and superb

o 4/15/91 surveillance visit by CPT Morris
L letter response by Dr. Behar 5/2/91

o 4/24/91 Assistant Secretary of the Army provided the 1st
quarter FY91 Report on the Fort Bragg Child and Adolescent
Mental Health Demonstration Project to the Chairman,
Committee on Appropriations, United States Senate
] Dr. Behar responded by letter on 6/12/91,
clarifying "misperceptions”

o 6/4/91, MH/DD/SAS received a copy of the "Analysis of
CHAMPUS Per Capita Mental Health Expenditures and
Utilization for Beneficiaries Less than Eighteen Years,"
prepared by the U.S. Army Health Care Studies and Clinical
Investigation Activity

o Dr. Behar responded 6/12/91, asking that the
report be retracted as it was "premature,
inaccurate, and biased”
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Fi 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990 - June 30, 1991

Assessment of Resources (continued)

continued review of contract provider competencies and revoked privileges
when determined that criteria violated

restructured several organizational elemeats due to initial experiences
o reorganized staff roles and responsibilities in CETS,

residential care, and case management in response to
program experiences and client needs

o developed an acute care group home in response to large
hospital case load
o restructured organization of business section

initiated support groups for staff and clients in response to Desert Shield
and Desert Storm

expanded number of staff in all sections in response to increase in
client load

continued assessment of the adequacy of the approved budget to meet
the client load demand

increased concern about costs of the project were voiced by Project
Oversight Committee members and HSC staff

worked on estimating predicted future costs of service in order to
prepare budget for following fiscal year
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Acquisition of resources

Although by June 1, 1990, the "start-up” phase of the project was completed, the next
thirteen months continued to involve an intense amount of effort directed to acquiring needed
resources. This effort was a result of an immediate surge of requests for services that far
exceeded planning. Directly related to this issue were increases in the client load, the budget, and
the staffing plans, and contracting with private providers.

Increase in the client Joad. Originally, Rumbaugh had been told to expect approximately
160 clients to present for service during the beginning of this service period. In fact, by the end
of the first month, more than 200 transition cases» and an additional 366 potential clients had
received or been scheduled for an intake assessment. This level of request for service continued
for the entire first thirteen month period: by September 30, 1990, 725 cases were open and 196
more were pending intake assessment or first appointment; by December 31, 1990, there were
1166 active cases; by March 31, 1991, 1,352 active cases were open with an additional 167
pending assessment or first appointment. By the end of the thirteen month period, the client load
was appearing to stabilize at approximately 1,500. During this time 2,312 intake assessments had
been performed and services had been provided to a total of 2,470 clients.

The increase in client load resulted in a steady increase in (a) the number of clinical staff
members needed to provide services; (b) the number of administrative staff needed to support the
clinical program; and therefore, (c) the budget for the Demonstration.

Budget increases, The originally predicted budget designed to serve a client load that
slowly increased from 120 to 425 over this same thirteen month period, was for a total of
$5,011,096+. By June 30, 1991, however, the Army had been notified multiple times that the
MH/DD/SAS was reaching the budget maximum for the entire fiscal year (both for FY90 and
FY91) and that budget revisions were necessary to be able to continue to provide services to the
number of children and adolescents presenting for service. By June 31, 1990, MH/DD/SAS had
requested an increase to $14,227,738. However, by that time the budget figure approved by the
Army HSC was $12,000,000, and MH/DD/SAS had already notified HSC that amount was
expected to last only through August 15, 1991 (when the fiscal year end was September 30).

Increased staffing patterns. The staffing patterns at the Rumbaugh similarly underwent
significant expansion. Within the thirteen month period, the number of full-time clinic staff
positions increased from 35 to 137. Original staffing plans, based on estimates of client need by
HSC, had progressed in the sequence indicated in Table 2-2 below:

By June 30, 1990, after only one month of service delivery and a client load and waiting
list in excess of 500, Rumbaugh immediately shifted to “Plan D", and by September, 1990, was
already talking about a "Plan E" that exceeded any previously planned client load and related

'*"Transition" cases are those who were already receiving mental health services under the CHAMPUS program
prior to June 1, 1990.

""These budget figures reflect the FY91 fiscal year that represents October 1, 1990 - September 30, 1991, and
thus, does not correspond exactly with this 13-month period. These figures highlight, however, the issues involved in
budgetary needs during this time period.

B2-49




Table 2-2
Cardinal Staffing Plan
Predicted Actual Planned Number Actual Number
Plag/ D Clicnt Load Clicat Load Clinic Staff Clinic Staff
A/8/1989 - 5/1990 160-200 566* 35 35
B/6/1990 - 9/1990 240-300 921 50 92°
C/10/1990- 9/1991 320-400 1475* 60 137
D/10/1991- 5/1994 400-500 NA 69 NA

Notes:

a. As of 6/30/90, after the first month of service delivery, 200 transition cases had been opened and an
additional 366 potential clients had received or had been scheduled for an intake assessment.

b. This number represents the active cases on 6/30/91 (POC Meeting Minutes, 7/17/91).

¢. This number represents the number of clinical staff employed or scheduled to begin employmeat on
9/30/90 (POC Meeting Minutes, 10/17/90).

d. This number represents the clinical staff positions filled on 6/30/91. There were a total number of 154
positions authorized at that time (POC Meeting Minutes, 7/17/91).

number of clinical staff. The recruitment, hiring and training process for quadrupling the number
of clinical staff during the first year took a significant amount of effort on the part of every level
and section of staff at Rumbaugh. A computerized data base was quickly expanded as was national
advertising and recruitment for positions. The development of a generous fringe benefit program
took on even more importance in the light of the need to recruit over 100 additional clinical staff
members to a program with a limited life span'?. These recruitment efforts were successful in
their ultimate achievement of most hiring goals. However, certain positions remained under-
staffed at the end of the thirteen month period. Qualified substance abuse counselors proved
especially difficult to attract to the Fayetteville area.

Contracting with community providers, Along with the hiring of additional Rumbaugh
staff, the Demonstration quickly finalized contracting arrangements with community psychologists,
social workers and psychiatrists to whom clients could be referred when outpatient services
appeared to be the only service needed. By the end of the thirteen month period, a total of 148
contract providers had signed contracts and were either temporarily or fully privileged. Finalizing
the contracting process took longer than expected, and it was not until several months after the
doors opened that contracts were secured with private providers, corporate groups of providers,
several MH/DD/SA area programs, and several inpatient hospitals in the Fayetteville and
Raleigh/Durham/Chapel Hill area. In addition, a credential review/ privileging process meeting

'2 The Demonstration Project contract calls for an end date of May 31, 1994.
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JCAHO standards was begun in order to ensure appropriate licensure or certification, competence,
and relevant experience before contract providers were allowed to provide care to Rumbaugh
clients. As of June 30, 1991, this process had still not been completed with the contracted
providers and continued into the next period of operation.

Arranging for clinical services was another major focus during this initial period of service
delivery. On June 1, 1990, the basic clinical components as specified by the contract and
budgeting negotiation were in place: (1) Intake assessment and emergency services; (2) treatment
services including Outpatient, and In-Home Services provided through Rumbaugh and inpatient
hospitalization and residential treatment through contract; and (3) Case Management. By
September, school consultation was available and contracts had been signed with 10 therapeutic
family homes whose members were undergoing training. By the end of December, the first group
home operated by Rumbaugh was opened as was the Afterschool Program through Community
Education Treatment Services (CETS). Within three more months (March, 1991), two more group
homes had opened and the Day Treatment Program of CETS was operational. The service
components will be described in more detail below.

Distribution of resources

As new resources were added to those already in place, decisions regarding how they would
be allocated to the various administrative and clinical components of the Demonstration were
continually made. This involved not only receiving and distributing funds, but also prioritizing
client care and coordinating services and rescurces.

: eeti 2 For each of the 2,470
clients served durmg the thxrteen month penod a vanety of mechamsms for assuring appropriate
and coordinated care were implemented. Multidisciplinary intake staffings were planned to be held
within 2 working days of the intake assessment, at which time the initial level of care was
determined and referral made to the appropriate provider or section. For the majority of cases,
this involved referral to a community contracted provider for outpatient care. When it was
determined that a child was in need of more than outpatient care alone, a clinical case manager
was assigned, and the appropriate components within Rumbaugh activated. [For a discussion of
the myriad issues involved in case management, see below.] Treatment team meetings were held
at times specified by the contract, with teams for hospitalized clients meeting at least every 3
weeks and for clients receiving other more-than-outpatient care every 30 to 45 days. For any
changes in level of care, prior review at a treatment team meeting was required. Case
coordination took place at these meetings, in section staffings, during contact among staff
members, and with involved community providers and agencies. Staff across all clinical sections
reported a high percentage of their time devoted to such coordinating activities.

Prioritizing resources. With the client load increasing rapidly and remaining during the
entire period at levels higher than staffing patterns reflected, ongoing tension regarding the
prioritization of resource distribution was evident. Early on, a decision was made to utilize
community contract providers to the greatest extent possible to absorb the large numbers of
outpatient-only clients. This allowed the Rumbaugh clinical staff to devote as much time as was
possible to the development of the more-than-outpatient service options. Even within Rumbaugh,
however, pressure was continually felt regarding the high number of clients in need of services.
Intake Assessment and Case Management were the two components that, by contract, could not
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maintain a waiting list for services but were required to respond to each client in need of services.
Continual monitoring of the intake waiting list increased the tension on that component to develop
a screening process and utilize contract providers to conduct intakes. Other components developed |
internal waiting lists for services that could be offered once staff were recruited, hired, and |
trained.

In addition, several reorganization efforts were realized in response to initial experiences.

Changes in clinical case management, With the surge in number of clients admitted, the

clinical case management process quickly came under scrutiny. By contract, case management was
to be provided to all clients at a staff to client ratio not to exceed 1:20. However, the original
intent by the Demonstration planners was for this contract provision to apply only to those clients
receiving more-than-outpatient, residential or inpatient care, which would have been a subset of the
client population. Army interpretation of the contract, however, was that all clients were to
receive this cas~ management. With a case management staff hired in anticipation of 200-300
clients but a oad quickly approaching 1000 by the sixth month of operation, actual case
manager case......s exceeded 100. The primary focus became securing the required documentation
of services received and review at appropriate intervals. This section was initially restructured to
provide supervision for an increasing number of staff, and later proposed a contract revision that
would create new positions entitled Outpatient Care Coordinator (OCC). These OCCs would be
responsible for managing the care of outpatient-only clients with a caseload of up to 80, and
clinical case managers could assume their previously designated function of providing case
coordination to clients at the more intensive levels of care. A more detailed description of the case
management section is given below.

Development of an acute care group home, The high number of clients utilizing inpatient
hospitalization, the most restrictive and expensive of the services in the continuum of care,
prompted exploration of alternatives for serving this population. Clinical staff determined that a
number of these clients could benefit from a less restrictive, short-term program that would help
stabilize acute psychiatric episodes. An acute care group home with specialized staffing was
developed, cost justification based on reducing use of hospital beds was submitted to the Army,
and this service became available in February, 1991. A more detailed description of the
Residential Services component is given below.

Monitoring utilization and accounting of resources

Continued development of monitoring plans and carrying out of accounting functions also
constituted a significant focus during the initial thirteen month period of service delivery. The
monitoring activities centered on establishing procedures for overseeing resource consumption at
the Demonstration, while the accounting functions followed by documenting the actual performance
in the specified areas.

" The only exception were those clients receiving services only from the Outpatient Services section of Rumbaugh
Clinic.
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Establishment of surveillance procedures, Several levels of surveillance procedures and
activities were developed and implemented during this period. MH/DD/SAS, as contractor,

instituted a formal surveillance plan for both Cardinal, Inc. and Vanderbilt University. This
procedure was submitted to and approved by HSC as part of contract specifications. In addition,
the COR at WACH developed and initiated a surveillance plan on behalf of HSC. Members of
HSC and the Army Office of the Surgeon General also conducted sporadic surveillance visits
regarding various aspects of contract compliance. These surveillance activities were conducted in
addition to other monitoring held for the purposes of issuing licenses, certificates, or accreditation
by the North Carolina Dept. of Human Resources.

The Medical Services section at Rumbaugh
was given responsibility for establishing and monitoring a system-wide procedure for assuring
quality of clinical services. JCAHO specifies procedures to be followed and areas to be addressed,
and by contract, Rumbaugh is to meet the JCAHO standards for quality assurance. During this
period, examination of the QA process and staff changes resulted in reformulation of the QA
system into an ongoing Quality Improvement and Risk Management (QI/RM) system. Activities of
the QI/RM system are described in the quarterly reports to the Army prepared by MH/DD/SAS.
This area continued to be one that received ongoing monitoring and feedback through the various
surveillance mechanisms described above.

Participation jn audits, Two independent audits were conducted at Rumbaugh during this
period. The State of North Carolina requires a single, comprehensive audit at the end of each
fiscal year. The FY90 closeout was conducted by Mr. Ray Clinebelle, C.P.A., who indicated a
positive opinion of contract compliance and fiscal responsibility in all areas except that of budget
compliance. As discussed earlier, with the increased client load, expenditures accelerated at a
faster pace than approved revisions to the budget. At the end of FY90, after four months of
service delivery, Rumbaugh’s allowable costs exceeded the approved budget by $629,135 and
budget modification had not been received by the date of Mr. Clinebelle’s report. The appropriate
budget revision was received later, however. In late March, 1991, the Defense Contract Audit
Agency conducted a similar review but no report was issued.

Implementing the service - ntation, billin
implementation of a system for documenting services delivered to clients, billing other payers, and
reimbursing contract providers involved financial, management information system, clinical
support, and clinical staff members. Event ticket codes used by clinicians (and equivalent service
documentation by contract providers) were entered into the MIS, generating both service
description and billing information. Clinical case managers (CCMs) played an intermediary role
for clients in inpatient hospitals and residential treatment centers, contracted services. For these
two levels of care, an authorization-of-services procedure was developed by which CCMs reviewed
and authorized specific services and periods of time for a particular client’s care. After each
authorization, including re-authorization in the case of clients who remained in these settings for an
extended time, the billing office at Rumbaugh handled reimbursement requests sent by the contract
providers. The development of software available to process this information took longer than
anticipated, and it was not until February, 1991, that service data began to be entered into the
MIS. Shortly thereafter, customized MIS reports began to be generated for various users.
However, these data, especially those for services, were not considered reliable until October,
1991. Internal problems with the completing and posting of event tickets resulted in an
underestimate of services delivered within Rumbaugh.
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Assessment of resources

The activities associated with assessment of Demonstration resources took two primary
forms: (a) evaluating the level of resources needed to provide services to the eligible clients who
presented for care; and (b) assessing the compliance of the Demonstration with requirements
imposed by the contract and by the community best-practices doctrine for professional services.
The concern with budgetary resources and the actions taken to secure additional funds have been
discussed above. The forms of feedback from formal surveillance and other sources and impact on
- the Demonstration follow:

Army oversight of the Demonstration, Two formal surveillance visits, one on November
28, 1990 by COL Fagan (OTSG), and one on March 25-26, 1991, by COL Brenz and CPT

Stockmeyer (HSC), resulted in feedback about various aspects of the clinical program. COL
Fagan outlined concerns about case management services (client to staff ratio), treatment team
activities, and clinical records documentation. In his follow-up visit, COL Brenz's review
regarding appropriateness of clinical services and status of clinical documentation reported
Rumbaugh activities to be "thorough and generally superb.” The QA system, however, received
“deficient™ marks from both COL Fagan and CPT Stockmeyer. Concerns were raised about: (a)
the incompletion of the procedures for credentials review and privileging; (b) lack of evidence of
putting the proposed QA/QI system into motion; and (c) utilization management, described by
Stockmeyer as "disjointed.” Based on this feedback, Rumbaugh implemented activities at various
levels to enhance the QI system. However, at the end of this thirteen month period, these issues
had still not been resolved and the Army continued to monitor the areas of concern.

Qther Army feedback about the Demonstration, Two other Army documents surfaced
during the first year of Demonstration service delivery that (a) highlighted Army concemns about

the costs of the Demonstration, and (b) resulted in closer oversight of project operations. In
March, the Army OTSG submitted a report to the Senate and House Committees on
Appropriations about the Demonstration, based on information from the MH/DD/SAS quarterly
report and COL Fagan's visit. His concerns, outlined above, were repeated as well as cost
concerns using CHAMPUS data as a comparison.

In April, 1991, the Army Health Care Studies and Clinical Investigation Activity
(USAHCSCIA) released an "Analysis of CHAMPUS Per Capita Expenditures and Utilization for
Beneficiaries Less than Eighteen Years." Based on CHAMPUS data from the pre-demonstration
period, it was reported that the three catchment areas involved in the Evaluation Project (Fort
Bragg, Fort Campbeu and Fort Stewart) showed no trend in increase in utilization, thus arguing
that trends in increasing utilization should not be used as justification for the increased client load
at the Demonstration.

In response to both of these negative reports, MH/DD/SAS provided arguments and
information about the use of CHAMPUS data, comparisons between the Demonstration and
standard CHAMPUS service delivery, and communication problems that needed clarification. The
USAHCSCIA report was described as "premature and technically flawed." Further surveillance by
the Army was the direct outcome of these evaluations.

B2-54




The Continuum of Care and Its Components

The preceding sub-section described the major activities conducted across all sections of
Rumbaugh during the thirteen month period following initiation of service delivery on June 1,
1990. The actual clinical services provided in the continuum of care comprised several
components: (a) intake assessment and emergency services; (b) case management for clients
receiving more-than-outpatient or inpatient services; and (c) treatmeat provided by Rumbaugh and
contract providers, including: outpatient, day treatment and afterschool, in-home counseling,
residential, inpatient, psychiatric and substance abuse services. Section 1 of this chapter describes
the "preparedness” of these service components on June 1, 1990, as the "doors were opened” for
service delivery at Rumbaugh Mental Health Clinic. The continued development of the treatment
components throughout the thirteen months that followed are described below.

Intake Assessment and Emergency Services, On June 1, 1990, the Intake Assessment and
Emergency Services Section was generally equipped to begin its clinical efforts. The Section Head

and number of staff specified by Hiring Plan A were hired, trained, and in place, based on an
expected demand for intake assessments at the rate of 20-30 per week. Contracts for the crisis line
screening and emergency services were in place. A standardized intake protocol was developed
that included child and parent clinical interviews, developmental history, social and family history,
behavioral checklists from multiple informants, and substance abuse screening for youth aged
eleven years and older. The contract required a response to service requests within a one week
period. Emergency assessments were planned to be available on a 24-hour-per-day basis within
two hours of request.

Immediately, however, the Intake staff were inundated with requests for intakes for new
referrals coming into the system. By the end of the first month, 366 new clients had requested
services and had either participated in an intake assessment or were scheduled for one. The
number of staff in this section quickly grew from three to eight, with the number of intake
assessments scheduled averaging from three to eighteen per day over the next thirteen month
period. By December 31, 1990, the section had received 1,244 new referrals and performed 1,167
intake assessments. By the end of the thirteen month period, 2,631 new referrals had been
received and 2,312 intake assessments performed. With these numbers, scheduling was difficult,
and the waiting list remained in the three to four week time frame until November. In January,
again, the referral rate climbed and the waiting list remained a constant target for reduction.
Several options were explored, including the use of private contract providers to perform intakes.
Required packets of written information were also mailed to families ahead of time in order to
accelerate the necessary process of documentation. The telephone screening process, in place since
June 1, 1990, in order to screen out ineligible children and adolescents from the intake assessment
process, continued.

In examining patterns of referral to Rumbaugh, WACH was designated by over 25% of the
clients during the first thirteen months as their primary source of referral. Individual or family
referrals accounted for another 25%, with mental health professionals designated as the primary
referral source for 19% of the population and the schools for an additional 16%. The remaining
referrals came from other health facilities, social services, juvenile court, and other sources.
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Qutpatient Services, Outpatient services were provided through two mechanisms: (a) by
community contract providers (about 90% of the cases) when outpatient services alone appeared to
meet the child or adolescent’s needs; and (b) by Rumbaugh staff members of the Outpatient section
for children and youth with more serious problems who require a wider range of intensity and
frequency of services. Rumbaugh Outpatient staff were able to see clients up to five times per
week during periods of crisis, as well as provide treatment in concert with other services provided
at Rumbaugh. As with Intake/Assessment, the Qutpatient section was staffed and ready to provide
treatment as of June 1, 1990, according to Hiring Plan A. In addition, approximately 20 contracts
with community providers were awaiting signature.

Although the increase in service demand hit all sections at Rumbaugh as soon as the doors
opened in June, 1990, the Outpatient section within Rumbaugh was less directly influenced.
Clinicians were able to accept appropriate new cases until their case loads were full, but they were
then relieved from having to accept new referrals through the use of a waiting list. The number of
staff in this section did increase over the course of thirteen months, with eleven full-time clinical
staff in addition to the Section Head by June 30, 1991. By that time, 228 children and adolescents
had been admitted to the in-house Outpatient section, with an active caseload of 142.

The availability of community contract providers addressed most of the needs of the surge
in referrals, as the presenting problems appeared to be those of a less intense nature and
appropriate for outpatient therapy. This capacity increased significantly, with contracts signed with
148 community providers by the end of the thirteen month period. By June 30, 1991, these
contract providers were responsible for 1,613 active and aftercare clients.

In-home Services. In-home services at Rumbaugh were modeled on "family preservation”
programs and designed to prevent out-of-home placement of children and adolescents in families
experiencing acute crisis. In addition, this service was developed as a less restrictive alternative to
which children could be transitioned following inpatient hospitalization or residential treatment.
When Rumbaugh opened its doors on June 1, 1990, In-home was the only alternative service
between outpatient and residential treatment care that was fully operational. Under Hiring Plan A,
however, this involved the Section Head and one other employee, who took extended leave in
June. The goal was to assign caseloads of two to four families per therapist, who are available 24-
hours-per-day. By the end of the thirteen month period, this section had grown to a total of eight
staff members, three of whom had been recently added in June, 1991, with three additional
positions in recruitment. Of 123 referrals to this section over the thirteen month period, 65 had
been served with an average length of stay of eight weeks".

Community Education and Treatment Services (CETS), CETS provided two levels of day
treatment services to children and adolescents with serious school maladjustment. Day Treatment
services met daily beginning in March, 1991, during school hours for clients whose problems were
so severe that an out-of-school placement was required. Afterschool services met five afternoons
per week for 3 hours per day beginning in late December, 1990, for clients who were able to

14 Length of stay figures contained in this report are calculated on the basis of cases that have been discharged.
These data were preseated by Rumbaugh at the July 17, 1991, P.O.C. meeting.
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remain in school and the community with intensive support. Both services were designed both to
prevent the use of more restrictive, out-of-home placements and as step-down services from an
inpatient hospital stay.

When Rumbaugh first began providing services in June, 1990, however, CETS was not
operational. At that point, school consultation was available through a staff psychologist, but the
Section Head was not brought on board full-time until October, 1990. In December, 1990, the
Afterschool program opened. In early March, 1991, the Day Treatment program opened and
quickly filled to capacity. One of the tasks of this section was to reach the criteria for becoming
certified as a "nonpublic school® in order to provide such services in the State of North Carolina.
As the initial thirteen month period ended, this section had grown from a staff of two to twenty-
seven with plans to open a second day treatment program within a few months.

Residential Services, This component was originally intended to be gradually phased- in
during FY91, thus on June 1, 1990, only three staff members were employed, program
development was underway, but no facilities had been procured. The timeline for providing
residential services was accelerated in an attempt to divert the use of inpatient hospital beds that
was associated with the surge of clients admitted. By June 30, 1991, the number of staff in this
section had grown to fifty.

Two programs constituted the Residential Services section: Therapeutic group homes and
therapeutic family homes. A third initiative, family support services, was in the planning stages at
the end of the thirteen month period in response to client needs expressed, but had not yet been
implemented. :

Therapeutic group homes were designed to provide an intensive, highly structured treatment
program in a more natural setting than the more restrictive options of residential treatment center
or inpatient hospital. Opening of the group homes was delayed, in part, due to difficulty securing
appropriate rental property. First, community reaction to planned group homes was problematic.
In addition, rental facilities had to be located that would comply with State licensure requirements.
In late December, 1990, the first group home opened with a capacity client load of six. Two
additional group homes opened in February, 1991, one of which was designated as an "acute™ care
home with a staff to client ratio of 1:2 in order to serve clients in acute psychiatric distress. By
the end of June, 1991, these three group homes had received 65 referrals and admitted 30 clients.
The average length of stay at that time was 11 weeks.

Therapeutic family homes were originally called "treatment foster care” but the name was
changed in response to feedback from client parents. Although therapeutic home services were
available to Demonstration clients through a contract with another community agency beginning
June 1, Rumbaugh operated homes began serving families in October, 1990. These homes
provided highly flexible and individualized services to children and adolescents who could not be
maintained in their own family’s home. By December, contracts with 10 therapeutic families had
been recruited and training had been provided, and by March, 1991, an additional 3 therapeutic
families were on board. These families were paid by Rumbaugh as contractors instead of staff
members, thus requiring payment only when a client was actually placed in their homes. In
addition, some families agreed to accept a second client on a planned, occasional basis as a respite
service for Rumbaugh client families. This program was able to respond quickly due to the
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presence of an ongoing treatment foster care program operated by the MH/DD/SA area authority
that helped with both recruitment and training of therapeutic families. By June 30, 1991, the
therapeutic family homes had received 89 referrals, admitted 16 clients, with an average length of
stay of 9 weeks.

Inpatient Services, Within the continuum of care implemented by Rumbaugh, inpatient
hospitalization and residential treatment center services were provided exclusively by contract
providers. Contracts were maintained with several child and adolescent inpatient psychiatric
programs in the area, which were selected based on the special needs of the client or family
preference. This service continued to be used more heavily than expected whe1 the absolute
number of placemerts and resulting costs is examined. When the mean number of acute hospital
beds per day are added to those in the residential treatment center, the total mean in June, 1990,
and June, 1991, was very similar, 20.0 and 23.83, respectively. The number of acute hospital
beds/day increased over the period while the use of the residential treatment center dropped. With
the tremendous increz.« in client load, however, the percentage of clients receiving services in this
setting dropped drar . .ally from 7% of total case load in June, 1990, to 1.6% of total case load
in June, 1991. The financial pressure exerted by this utilization provided the impetus for
development of alternate levels of care prior to the scheduled dates and the justification for budget
increases to meet the reimbursement requests.

i Psychiatric services were provided across all levels of care by either
Rumbaugh staff psychiatrists or contract providers. The role of psychiatry included direct services
(psychiatric evaluations, medication, therapy), treatment team participation, and Quality
Improvement functions regarding hospital treatment. By the end of the thirteen month period, two
full time child psychiatrists were on staff with Rumbaugh and contracts were maintained with an
additional 40 community psychiatrists. The Rumbaugh staff psychiatrists had accepted referrals for
372 psychiatric evaluations by June 30, 1991.

Substance Abuse Services, Substance abuse services were also provided across all levels of
care by Rumbaugh staff members located either within the sections or within the Medical Services
section. Substance abuse screenings were built into the intake assessment process for all clients
aged eleven years or older. Comprehensive substance abuse evaluations were completed on 64
clients by June 30, 1991. In addition, specialized substance abuse work was delivered through
individual and group work throughout the various Rumbaugh sections. Children and adolescents in
need of specialized substance abuse residential treatment received services through a contracted
residential treatment center or inpatient hospital.

Case management, Case management services were staffed at the anticipated Hiring Plan A
level and ready to receive cases when the doors opened on June 1, 1990. As mentioned above, the
surge in number of clients admitted caused the clinical case management process to quickly come
under great pressure. With a case management staff hired in anticipation of 200-300 clients yet a
caseload quickly approaching 1000 by the sixth month of operation, actual case manager caseloads
exceeded 100 and the primary focus was on securing the required documentation. Cases had to be
prioritized, with services received first by clients who were at the highest risk for out-of-home
placement. Case managers were responsible for scheduling and facilitating treatment team
meetings, writing and updating treatment plans, and assuring that the appropriate referrals were
made and treatment provided.
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This section was initially restructured to pre:vide supervision for an increasing staff, and
later new positions were created entitled Outpatient Care Coordinator (OCC). These OCCs were
responsible for managing the care of outpatient-only clients with a caseload of up to 80, and
clinical case managers assumed their previously designated function of providing case coordination
to clients at the more intensive levels of care with the caseload goal of less than 20. It was not
until this restructuring that clinical case managers, in general, had time to perform the myriad of
linkage functions with families, schools, community providers and others that had been originally
intended. By June 30, 1991, this section had 25 full-time staff members with a caseload of 1,689
clients, of which 1,613 clients were being monitored with community outpatient contract providers.

Factors Facilitating or Impeding Implementation of Service Delivery

Factors at the organizational, community, and contractual levels influenced the
implementation of the Demonstration during the period from June 1, 1990 to June 30, 1991, the
first thirteen months of service delivery. Factors that facilitated the implementation of the
Demonstration are reviewed below, followed by a discussion of factors that interfered with
implementation as planned.

A major factor that continued to enhance the implementation of the Demonstration after the
start-up period and into the initiation of service delivery was the structure of Cardinal, Inc., as a
private not-for-profit corporation. Cardinal was organized for the sole purpose of running the
Demonstration and, thus, was able to focus all of its efforts to this endeavor. This ability would
have been greatly compromised had the Demonstration, given its rapid growth, been nested within
another organization with additional areas of responsibility competing for attention and resources.
The not-for-profit status also allowed flexibility on a number of levels that would not have been as
easily accomplished in a public sector organization. As in the start-up period, it continued to be
necessary to attract qualified clinicians, and Cardinal was able to offer an attractive and flexible
benefits package. The organization also was able administratively to shift resources quickly as
needed from one area to another to meet changing demands.

The expectation of flexibility and developmental change was evident throughout the
planning process and into the first year of service delivery. This expectation permeated all levels
of the organization and resulted in an attitude, in general, of interest and challenge rather than
frustration at the multiple changes that took place in policies and procedures, staffing, program
development, and other areas. The June 1, 1990, to June 30, 1991, period continued to be a time
of flux, growth, and reorganization far after the first nine month start-up period was past.
Examples of the flexible use uf resources included: use of contract providers to fill in the gaps
when the number of clients started increasing so rapidly, both as therapists and as intake workers;
staff from sections not yet formally operational coming to the aid of intake and case management
staff who were overwhelmed early on with requests for service; and shifting resources among
sections as roles and responsibilities were better defined.
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staff, especially evident among the section heads who were selectively recruited and participated in
many joint planning endeavors. Similarly, the executive team was viewed by those internally and
externally as working as a cohesive unit that was very supportive of the staff and their needs.
Again, the importance of the shared philosophy about treatment in a continuum of care provided
not only an incentive for staff members to move from distant places to join the team but to
persevere in the face of heavy caseloads and long hours during this initial phase of service
delivery.

The coordination of services at the individual client level was also viewed by staff members
as invaluable in implementing a continuum of care that truly individualized care. Formal treatment
team meetings, section staffings, and meetings with community providers and schools all provided
opportunities for information sharing and decision making. The treatment teams also carried the
authority to procure the recommended service.

Resources available to the Demonstration continued to be evident past the start-up period
and well into the service delivery period. The cost-reimbursement contract allowed the continued
renegotiation by MH/DD/SAS of funds when justified by the increasing demand for services. The
State of North Carolina provided funds for an operating advance, at the two million dollar level by
this reporting period. Qualified and well paid staff, training resources, outside expert consuitation,
new facilities, and availability of needed supplies were all examples of the level of resources
available. The MH/DD/SAS staff was available for dealing directly with HSC, providing
oversight to keep the Demonstration on track, facilitating licensing and certification processes, and
contributing other administrative support. Although the executive team in concert with
MH/DD/SAS became increasingly sensitized to cost containment issues toward the end of this
period, staff members at the section head level and below experienced access to needed resources
for staff or clients during this time period.

Finally, two important buffers were present to allow those at Rumbaugh to focus on clinical
service delivery issues and protect them from the growing consternation of the Army HSC at costs
that exceeded original projections. Both the MH/DD/SAS and the WACH members of the Project
Oversight Committee played this role. As the contractor, MH/DD/SAS negotiated with HSC for
more funds. As the client load increased, MH/DD/SAS was supportive by negotiating almost
constantly for more resources. As the Army responded with requests for justification,
MH/DD/SAS served as the mechanism for obtaining needed information not only from Rumbaugh
but from other national experts. Similarly, MH/DD/SAS acted as an advocate for the program by
directly approaching Congress to appropriate additional funds for the Demonstration. In the same
vein, the WACH members of the POC acted as both intermediary between the Army HSC and
Rumbaugh and translator in many instances, helping each to understand the concerns and reality of
the other. The initial group of POC members, including both WACH and Rumbaugh staff, had
helped to develop the Demonstration project by their involvement during the past several years,
participated in many joint problem solving activities, and appeared invested in seeing the
Demonstration follow through with original plans.

Several key factors, however, also emerged as barriers to successful implementation of the
Demonstration as planned. As has been evident throughout this chapter section, the high volume
of clients presenting for service on June 1, 1990, and beyond continued to pose difficulties for the
implementation of the Demonstration throughout the thirteen month period in a variety of ways.
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The three- to four-fold demand for services over what was anticipated strained clinical services in
every component, overwhelmed the staff members, overran the facilities, and tripled the expected
cost of the project during this one year period. An extensive amount of time at the Rumbaugh,
MH/DD/SAS and Army HSC levels was required to project revised costs, develop an updated
budget, and negotiate for these revisions.

The reasons for the significant increase in client load over the number that predicted was
the source of much discussion. Several factors emerged: (a) the initial figures fumished by
OCHAMPUS, showing approximately 150 children in treatment in the Fort Bragg catchment area
during early 1990, were incomplete, with the actual number presenting for transition services being
almost 300; (b) the eligible population in the WACH catchment area had increased approximately
18.3% to 41,600 dependents under age 18 from the initial estimate of 36,000 made in early 1989;
(c) the opening of a new service in an area formerly lacking in the range of services provided the
opportunity for those previously in need but unable to access services to suddenly present for
services; and (d) the elimination by HSC of the annual deductible and co-payment requirement
appeared to lessen the barriers to accessing care. Desert Storm and Desert Shield deployment was
heavy from Fort Bragg and appeared to result in serious psychological effects on parents and
guardians who were overwhelmed with the fear of losing their significant other, and this parental
stress increased the instability in the children. Although Desert Storm was initially believed to
cause additional increase in the client load, the service request pattern subsequent to this time
period has shown similar high level of requests, so no direct Desert Storm effect has been
demonstrated. However, deployment of the pediatric, family practice, and psychiatric staff from
WACH did appear to increase referrals to Rumbaugh that may have previously been handled at
WACH.

The increased numbers of clinically diagnosable children who presented for services
appeared primarily to be those for whom the less intensive services were recommended. Of the
total 2,470 clients served during the June 1, 1990, to June 30, 1991, period, 1,613 (65%) were
being followed by contract providers for outpatient-only services and an additional 228 (9%) had
been served by the Rumbaugh Outpatient Services program. The review mechanisms that had
been planned originally for a caseload of predominantly seriously emotionally disturbed children
became burdensome when applied to this population. Contract negotiation with the Army was
required in order to relieve Rumbaugh of frequent reviews of this population and reformulate case
management for this population to be conducted by Outpatient Care Coordinators, allowing a
caseload of up to 80 outpatient-only clients.

The quick expansion of services in addition to the difficulty in initiating alternative services
that were not part of the mental health "mainstream" such as day treatment, residential services,
and case management, posed a related impediment to successful implementation of the
Demonstration as planned. Although specified in the contract as providing a full continuum of
care for the population, Rumbaugh had developed a plan for staggering the services into operation
based on the budget negotiation process with the Army. Need for intermediary services between
outpatient and inpatient care, however, was felt immediately and in great numbers. The "planful®
implementation of these components was, instead, forced to rush ahead. Recruitment, hiring, and
training of staff was involved in large scale. In the interim, the Intake Assessment and Case
Management sections were overwhelmed. These two components could not develop waiting lists
until staff members and service slots became available, but instead continually had to serve clients.
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Frustration developed between the sections, especially at the level of staff members with clinical
caseloads, and communication problems were reported during this time of significant expansion
and change.

Probably exacerbated by the increase in client numbers but inhereat in the continuum
concept were problems regarding role ambiguity, continuity of care, and family involvement.
With children and adolescents involved in multiple levels of care, different staff members with
different roles all interacted with the child and/or family on a regular basis. Clinical
responsibilities became blurred at times, and keeping all those involved informed was a task
delegated to the already overwhelmed clinical case managers. When clients changed from one
level of care to another, for instance from a group home to Qutpatient Services, the primary
therapist switched because staff operated within sections organizationally. Communications with
family members could and did take place by staff members from several sections as well as case
managers; some families reported confusion and frustration over the complexity of the system and
concern that they were being overwhelmed with requests to be involved in multiple activities each
week. Treatment team meetings offered the opportunity to deal with these issues on an individual
case basis, while section heads met together to smooth out operations at the system level. These
types of problems, however, are endemic with a system as complex as the Demonstration.
Although formal documentation does not suggest these problems were anticipated, they were
recognized and procedures (e.g., section quality improvement studies) were initiated to address
them, in part.

Finally, the relationship between the Army and the Demonstration appeared to become
more and more strained over the course of this thirteen month period. Although rising costs
remained at the center of the discussions, increasing surveillance activities resulted in demands that
would likely increase costs further. Relatively unfamiliar with contracting for services such as
those provided by the Demonstration, the Army required documentation and monitoring to an
extent greater than that of usual clinical practice. Although concerns about the clinical record
system appeared to be worked out by June 30, 1991, difficulties implementing the quality
assurance program as specified by the Army continued to be a problem. MH/DD/SAS was put in
the position of challenging reports generated about the Demonstration by the Army Office of the
Surgeon General and USAHCSCIA. The POC, set up to play an intermediary role, was not given
any additional time or resources devoted to that role. The members from WACH had conflicts
with other job duties to which responsibility for the Demonstration had been added. As this time
period closed, the WACH. members of the POC were reconstituted as a result of job moves. New
members were awaiting POC orientation as June, 1991, closed.

The issues raised during this first period of service delivery of the Fort Bragg Child and

Adolescent Mental Health Demonstration will continue to play out as the second year of service
delivery unfolds and will be described in subsequent sections.
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SECRIPTION/IPECI. ADRK STATOWNT-- = 4 e N
Lol “
NY 4 he!
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C.1. GENERAL. /

C.1.1. SCOPE OF \DRX. The Fert Bragg Nental Neelth Demuretratien e an
feroveative appresch fcr Mdtn q.-uty asntal lulm uMe- to dﬂ“

reciding within o n atte rodlus of Fort Srops called the catchaant srew -

R2r 9%

fdentified by 21p codes. Anm 1 herete In uo ﬂp euh umn hr the

b o psissd ?

\f e -.;i‘.-u-“s . M\b\s
o . \\8 Cus* A
) | €.1.2. CRITERIA. Mentsl heolth disgnestic and trestuent serviess will be (0" T pee \
delivered to childrenvadotescants from birth te thefr eighteenth birthdey, whe /(. |} ¢ P’ ps
are residing in the Fort Sregg cotchment ares, whe sre not legelly 4 7’hzg a)f""/
? ‘A esncipeted, wo ore in need of mental heslth services as datermined by @ < e 0
?‘ 9 t\ disgnosis of mentsl disorder, as determined by DSN-11l-R, and
. \‘ \l } s ehiidren/adolesconts whe are in transit and need emergency eveluatien.
‘d N Chitdren who are CHANPUS olfgible bereficiarfes snd sre in transit and
Q\tu“ W requiring emsrgency evatuation shell be provided services to stabilize theie ---
\6‘ cordition prior te referral te other services.
. }/ €.1.2.1. ALl children meeting eligibilicy criterfe are to receive all ( 4,'\"'\ e‘\’hi"“
At « Toquired suntal health services through this closed systes demonstratfen. All y S '
ot ‘ot services previded te eligible children/adolesconts will {nclude services te \("6 0P~
) -\,\M } parents that are necessary to the child/edolescent’s trestment 8t me CHU‘ vhr—‘
RN cost te families or to CRAWUSH Contractor shall ersure thet families can  {lo) \,\s\' s
_' c‘-‘“& }"pnmp-u in treatsent and that mumm ore ainfasl teo -
i o N . mhum. ’
Y VA \e t.1 )
Q)""'; ‘-w,'.‘r" 0.1.3. PERSONNEL . m contrector shall ensure that there are sufficient
Yo statf te properly perform this contract and senage the hesith services systes. .-

At ¢ ninimm, the contractor shall ensure that there is a physician, boerd
certified or aligible as » child psychistrist, as the medical director, the
elinfcst director shall be o Licersed ehild gsychologist, & project mereger, o -
oite seneger and clericst and scinistrative staff. The contracter shall . ..
employ, contrect with, or sign sgreemants with, previders or organizations whe -
witt ebtain or furnish providers te provide andically mecessery erd
paychologically necessary elinicel services to the patients covered under this
cantrect. Providers of disgrostic ard trestmant services shell meet th . - T e
folloving requirements:
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" €.1.3.7. Clinfest Socisl Worker: This professional shall meet the State

1

b o s Sr—-

/C W X
€.1.3.1. Phyuicion: A physician {s a Doctor ef Nedicine (R.D.) or u‘uetor {%&

of Catecpathy (D.0.} who hes completed residency requirements end {s boerd 9 M
eligible in Masher fleld, and licorned te practice in the state of Werth

Carolines.

€.1.3.2. ®sychistrist: A psychiatrist shall be o physicfan vhe hes completed
residency requirements end is bosrd eligible er Dosrd certified in Peychistry
and sholl be Licansed to prectice {n the state of North Caretine.

€.1.3.3. Child Pesychistrist: A ehild peychistrist shatll be @ physician board

eligidble or bosrd certified In Child Peychistry and shotl be Licermed to
practice In the state of North Carelira, F

€.1.3.4. CNIld Psychologists This specislist shall meet the requiresents in c%,

North Carolina for a Practicing Psychologist end have the credemtisling l%
requirements recommended by the American Psychelogicsl Associstion. These

proctitioners shalt have special{zed case work {n child developmant, . N%\
psychopsthology, end developmentsl disabilities, psychotherapy techniques with 9
ehildren, and psychological sssessment techniques with children, youth and OQ
families; experfentisl training in trestment snd-sssessmant of children and 'y Oc

fenilies from different racial deckgrounds snd social-economics stetus in &
variety of clinicsl settings; specialized research contributing te an
understanding of children fanilies and psychological development,

€.1.3.5. Practicing Psychologist: This specialist shall have gracusted from

an sccredited clinicel psychology doctoral training program, have completed ---
two post-doctors! yesrs of supervised disgnostic and trestment experfence, and
heve pessed the qualifying exsminstion of the North Carolina State Bosrdof- - - - -
Examiners of Practicing Psychologists,

€.1.3.6. Exmmining Psychologist: This specfalist shell possess o mester’s
degree in an accredited psychology training progras, be Licensed, and function ’
under the supervigion of & Practicing nyeholeﬂ:t. . ’

requirement for Sc-fal Vork Clinfcal Specialist which Includes having & °
thorough knowledgc of social work principles, techniques, and practices, snd
their application to comptex casework, group work end cosmnity problems;
thorough knouledge of 8 vide renge of behsviors and peychological problams ...
ond thefr trestment; chorough knowledge of family end group dynamics and o

wide range of (ntervention techniques; considersble kroviedge of the methods
ond principles of catework supervision snd training and the ability to .
swpervise, train, or frstruct tower-level social workers, students, or fnterns
in the progran. The minimm training end experience requirements ere o

Saster’s degres from an sccredited school of social work and three years of

%-0-0018 Awmendment 0001 c-2
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oocliel work or corueling experionce; or 8 amster’s degree In ¢ cosweling
tleld end four years of secisl work or couweling anperience.

€.1.3.8. Wurse Clinfcien (for child/adolescent services): This specialist
shall smet the State tlicensure/certificstion requiremsnts which (nclude havirg
o thorough knoviedge of mursing theorfes, techniques, and practicss in
ehild/adolescent mental heelth; censidersble knouledge of psychistric
mursing, rursing practice end aduinfetration, and behavieral cencepts and
trestments in child/adolescent mental hesith. ADILIty to sske thereugh
detailed essessmnt of petient needs end develop epprepriste selutiens;
sbility to direct and supervise the work of ethers in the sree of specielty.
The sinfmum education and experience required (s a saster’s degree which
provides the knowledges, skills, and sbilities needed te perferm work in the
sres of child/sdolescent suntzl Aeslth and one yesr of expsrience in this
ares; er grochmtion from o State sccredited school of prefessionsl musing --- -
and three years of experionce {ncluding tvwe ywers {n the sres of
child/sdolescont mantal heslth; or an equivelont combinstion of education and

. experience. The individusl shall be licensed to practice as o Registersd *
Surse in North Carolina.

€.1.3.9. Substance Atuse Coursetlors, Special Ecducators, Teacher-Comselors -
. ord other Day Trestmunt Staff: These professionsis shall meet the State
,““ ' ticensure/certification requirements for employment. These requirements
}\U WY (nctude 8 four yesr college degree plus o suster's degree snd 1 yeor of i
swpervised experionce In s mental Nesith related field. imsddiecieon;—eeeh O L.
tification in the specialty field - tesching
providers shall functien uner weekly
MD/f”b QYW AN CAS S - reou«)(v?w

N\

-

coquives specific training and
ance ebuse counseling
sien by senier level clinieians.
€.1.3.10. Other Indivical Professional Providers. The services of Nerrisge
ord Fanily Therapists Pastorsl Courselors, and Nental Nesith Courselors shell
be used only If the patient is referred by & physicien for the trestment of a
sedically disgnosed disease or disorder, ard the physician (s frwolved in
monitoring the patient’s ongoing care. The -rﬂno ard fanily coursetor,
pastoral coswelor or mental heslth counselor shall certify written
cormnicstion hes been sade or uill be made te the referring physician of m
results of the trestment. Such comunications shall be made at the end of the
treatsant or more frequently, §f required by the referring physician. Nental
beslth courselors, foster care perents, end ethers perticipeting in this
cosmnity besed preject as ders, caretakers and/or mmmbers of the
entracter’s altermative Living trestment team and in other levels of care
sholl be trained and cortified as required by the state of North Careline
ompetent to perticipate {n this preject. The contractor shall ensure that
procecures or regulstions used to eccamplish ticersing ard training

(3 >
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requirements for these individumis conform with current stat stomn. h-‘
v slternative providers shall{ be under ywﬂelniw-ni
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C.1.3.11, for the purposes of this contract, CRAVPUS-authorized lm!iMl“l

providers, provider groups (eccredited by the Jeint Comission en s oeee
Accreditation ef Beslithcare Organizetiors, s sppropriste) ordd (ndividast
providers (nclude those whe sre certified or Licorsed by the State of Nerth
Careline and centracted te provide services uwier this dmmoretretion. The
centrector shall provide resumss ond steff quiifications for key preject
persornal and o detatled statfing plan Cabers of verieus staff positions,
descriptions (by positien) of dsties, resporsibitities, supervision end
supsarvisor resporeibilities, cherts, ect.) slong uu, his prepessl.

€.1.3.12. CONTRACTOR PERSOMWEL. All persons performing under this centreet --- -

shall remsin persornel of m contractor or subcontractor and not persemnel of
the Goverrment,

C.1.3.13. CONTRACTOR'S REPRESENTATIVE. Within 10 celendar deys after
econtrect swsrd, the contractor ghall provide in writing, the name and locat -
‘phone rmber of an individusl te sct as his representative whe will be
cesponsible for oversit coordination and {splemantation of services te.the. .
eontrecting officer and COR.,

€.1.5.16. COMOUCT O TRE INSTALLATION. The contractor's parsorrel will met
be permitted on the installstion {f their presence is considered detrimentsl
to the security of the fnstallation. The Goverrmunt reserves the right to
require removal from the job site of any contrsct persornel who endangers
persons or property, whose contirued employment {s inconsistent with the -

interest of ailitary security or vho Is found to be incapecitated or under the-- -

influence of slcohol, drugs or ether substances. Removal of personnel fer
csuse does not relieve the contractor of the requirement to perform services
specified herein,

C.1.4. CONCEPT OF OPERATIONS

C.1.6.1. The proposed demonstration shell hn tﬁm distinct orgenfzatienal
conponents : -3

C.1.4.1.1. Oversll resporsibility for project mensgement which shall be-- --
meintained in DIt/MR/SAS State Dffice, Including plamning, project ﬁnﬂm,
dets ssragement, sonitoring, snd quelity sssursnce. sene os e

C.1.4.1.2. An {irdependent evalustion component shall be established throuph o
contrect between Verderbilt University and the state of North Carelina.

C.1.4.1.3. A direct service component shall be established through o
subcontract uith the Ares Program Authority. DIN/AR/SAS has s relationship
dafined by State statute with the Ares Progras, uhich s sn entity of -locel --

o
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professionsl skill te determine uhether or Mot services are sctuslly needed

and, 1f se, what specific services ere Stnis bearg FlbIIAZ.— ;a_)‘[,:; -FFdam‘\

1 V"“’""" for W emrgercy core, dlognestic services shell - 61)" (j\‘\(‘\

\Y AAeL
'Z‘;‘;‘.rs\

-begin within @ felloving the. ‘roqueet or fer services. 5(' )

%.unﬁeu te chitd shall continue oh s o o interin
asgsure, @ the diagrostic stuxly (s completed, reviewsd by the Trestaant

Tesn, presented te the fanily ond te others signiticant in the child's ‘f et
ecological systes, end isplemented. The disprostic study shall begin within ° H,Ou) plt 4»
lh week of referral andd sholl be cowpleted and revieved by the Trestment Team

tn'tve weeks, or (e3s.) The trestmnt plan will be revieved ond modified, ¢

necessery, by the Tr Tesn. The treatment plan will be {mplemented

fmmdiately; -the full trestment plen will be completed within 72 heurs of

fnitist contact, unless a sore complex sasessmant is nNeeded at the most within

tue weeks following cospletion of the plan. Thus, the process from referral

to full {splementation of the trestment plan might tske on sversge of twe - - - .

veeks. Ouring this time perfod, the child and family shall receive reguiar

services as clinically determined or st intervals consistent with the

petiont's physicsl and mentel heslth status. For trestment plans that take

longer to feplement, it is fsportant to recognize thet not enly afght the

dlsgnostic process be complex, but community besed treatment sy require

congiderable plaming snd negotistion with professiorals in other systems to -- - -

sbtain relevant informstion and to establish acceptance of the trestment plan.-

N}' and witlingness to assist with lwt-nm:‘tlen. De?l—m-tlcn of ?lnﬁu 'L e
- . for incressed time shell be mude N TuOd | e WP Y (e S .
A T ok /\ "'x( e {;:\L \~"
¥ U)'L% (‘(J’ €.1.4.5. Emergercy and urgent services shall beiavailable on & 26-heur basi| /w‘(ﬂ-"‘ sz 7o y\a"‘)
) Loy Sites for the provision of emergency services shall be located st Fort Bragg, ~. ° BT XJ,)_
NJ“ sll the Ares Programs (8) In the Fort Bragy catchment sres and at ether sttes v A P gt
('(VD to be determined by need. A 26-hour telephore service shall pravide crisfs - .. -/-_“ i .
courseling end direction to the nearest emergency site. Trensportation mu__g,-:;’
be provided ss defined {n the approved tramsportation plan. Assessment shall b
be provided uithin tws heurs of the request, and famediste treatment shatl be o Kietdaco
provided, {f reeded. mmmwmmem:nug;:w_j( & {A\/‘—I-GJ i
A Wulmﬁm on of the Frt s
~ disgrwstic sssessmunt, treatment services witl be provided fmmedistely, as an 4V) . '
interia messure, until the full trestment plan {s mplemented as described W)
v N sbove. Vo sssure that ¢ thorough disgnostic assessment fs made, the 500 Spptdo 't/
DADA10-89-R-0018 Amendment 0001 c-S
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€.1.4.2. Entry inte the Systen: - Childrervadelescents shell enter the (&4 hene
service system in eccordance with state and federsl requiremsnts. | Tt;:f ""\
€.1.4.3. The services previded shall be besed wpon & thereuph disgnostic: - 1 - ﬂkgllo"“'m( ‘
sty Leading te an individusiized trestment plan for asch child. The precess |-- yla |
| of entry fnte the system fs critfcal, roquiring the hishest Lewel of Hzs a D auldld)’
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g
diegrostic process and resulting trestment plan, both of which ere -na-tcd,// ’ o’ )
shell be used allowing for monitoring for completensss. 1The final formst 1% A"’J 4‘4
the diegrostic precese shell be submitted te the Aduinfstrative Contrecting ‘ ’

L)

t.Otticor for approvel within 120 doys after contfict auard. —— < pp Th!S cltlw‘”"b)"

C.1.6.6. The trestment systea shsll be besed en the sssessod treetaent nieds

of each ¢llient. A central charscterlotic of the system asy De best defined oo I
the capecity to "wrep® Indlvidual{zed services sround each cltent, rether then } A
1it the client into an exfsting set of program components. The system crested LDD\L ! ,ﬁ‘

around each child's clinfcal needs must be dynemic allowing for change - < e

resulting from treatment fapoct and other factors such as developmentsl RJM"' [ /A b«
changes or changes related to the school yesr. Criterfo to be wsed as . ..

g (s
guldance §n deternining Levels of care shall be developed ond provided to the &rﬂ'\“ '#«L

{nf{strative Contracting Officer for approval mithin 150 calender duys sfter i .
/::‘ntroct svard. e
e €.1.4.7. Intake/assessment; A thorough dfsgnostic essessment ghall by >
- complated for esch client. Nighly trained professionals shell evelusta the . o / L L
trestment needs of each client, Threugh the case menapger, frput will be chx-ﬂa (3] ,""p .;411&-24

obtalned fron others afgnificant te the Individusl client, such o his/her [on At
_teacher, court counsetor, end/or protective services worker end provided to H-.w 2

the disgnesticion. Even though these professionsls do not provide medical or -
peychological services, their rola In the child's Life Is significent; ..... . ..:.
therefore their cbservations of the child, their goale for the enild, and
Interactions with the child end family must be congidered. A coordinated

approsch 1s {mportant to the success of trestment, The profescionsls
perticipating fn the cosessment ahall meet with the Treatment Tesm and : ‘)Z M MV(‘
together desion the trestasnt plon. The Trestasnt Tean ehall be composed of &'\ AR
eAf1d peychistrist, o doctorsl level procticing ehlld peychotogiet, sndthe * '~ P U+
supervisors of service conponents, who ere fully queliffed mentel heslth ::: - 5%

professionals. Either the child psychiatrist or ehild paychologist will head
the Treatment Team but both shell participate tn the review of trestasnt
plens,

€.1.4.8. " son-emergency referrele will receive services uithin ene week, .
during which time background dats shall begin to be collected. gt fs ;= ° ~- o
essentfal to proper diagnosfe that histoctcal dete ond {ndices of current
functioning be cbtalned from schools, physiclans, courts, femily, end others .
{nvolved uith the ¢lient., For emergency situstions end walk-fns, services

will be provided within twe hours or sooner, 1f needed. Face to face /
emcrgency services shall be aveflable on a 24-hour Desis. \ 2 P !

. €.1.4.9, At the encrgency facility, Initfal sssesoments, brief history, and / - |, yee l"\c_l: e & \
statement of presenting problem will be conpleted immediately, by o senior ( H.‘ Ll () Y {
tevol cliniclon, Emergency services, crisis stadilization shatl be provided s e T ¢
tmedistely, 1f required. Back-up emgrgency services shall be avallable, os - \ (\,\LK (s
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"-Nedical Director of the demonstretion by senfer level ctiniciers. A :n
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.- - .- - - wea . QGRS eT

shalt be provided at the site, whether an (n-home worker ehell eccompary the S ¥ o
fanily home or uhether an acuission to & hospital, er ether estting is h“)sL PO pv
wmrrented., IR @k

€.1.6.10. following stabilization, the diagnostic study will proceed '\p'
immedistely {f indicated or uithin the week {f the emergancy nature of the e

situstion is resolved. The dispwstic stusly will sddress all five Axes of . C
OM-I11-R. Every child/edolescant shall receive an sssessmnt which shall _ c;\
include o clinical interview of the child and parent(s); o review of W
educstional, social, psychological, intellectusl, and interpersons!
functioning; developmental history; physical sssessmant relevent to ‘\4\61. %
perceived mental heslth problems; sssegsment of stresses, and level of tSL” . b
resction to them; @ globel sssessment of functioning; formulstion of @ e
clinical diagnosis; . rstotqmﬁ of gmm_.ub: an individuslized . . \lU"‘\ {5_‘0 ard
trestment plan. These studiss shell be copleted under the supervisten-of the ) | "' 44D 5 F

A .

shall complete the Axis 111 diagnosis; Other disciplines will partteipste, o6 = ' X QM
mlm.@!“tmww by the Trestmant Tesn.") k

C.2. OEFINITIONS/ABSREVIATIONS/ACRONYNS O\l‘lo/ U PMG‘

Semeficiary - A parson who {s the dependent of an sctive duty service member

or retiree and retirees as defined by DOD instruction 6010.8-R who are .

authorized medical benefits in a military trestment fecility or from civilisn. ..

SOUrces 88 QOVErTEENt expense. -

Capital Equipment - Non expendsble ftems of equipsent having o velue of $100 4% |

or sore for non-medical ftems, medical equipment with a velus of $200. or.... Yoo, ‘

sore end furmiture with a valus of $300 or more. Qe./‘ /0.11,.,‘4\
. r :

Case Menwger - An individusl responsible for coordinating and monitoring Q"l

treatment provided. \98

CHAWPUS - Clvilian Hesith and idical Program of the Uniformed Services. This

fs a berefits program suthorized by Congress to provide medical and
psychological services necessary to authorized beneficiaries.

CHAPUS Claims - A specified formet for the billing and psyment for medicsl
services paysble by the CHAMPUS and billed on a CRAPUS form 500, NCFA Form
1500 or UB 82. — 5}0

Collatgral Visits - Sessions with the patient's family or significant others
for the purpose of information gathering or isplementing trestment gosls.

mz-mtimofm-udmthMuMaon&
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provided (1.0. growp bems, aut-patient trestaant). -

has A
mm-mumm&m.wumm@- < -

OEERS - Deferwe Eligibility Enrollmant Systen. A computerizad system which
mintaing current eligibility status for all hesith berwfits beneficiaries.

ORG - Diegnostic Relsted Group. A system for growping petients by the - - - --
severity of their {(lnass, disgnosis, complicatiors, ege, etc.

Fiscal Intermadiery(fl) - An orgenizstion under contract with OCUANFUS to
process civilian madical claims uxier the CANSUS.

ft Sragy Catchment Ares - A geographic eres sround Fort Bragg which is
defined by those zip code boundaries Located in en spproximete 40 mile redius
of Womack Army Cosmunity Nospitsl.

Goverrment - U.$. Goverrment

fanaged Care - A process whersby a third perty directs patient sccess to and
utilization of health care.

Parent - Refers to the biological parent, legal guardian or legelly appointed ..
foster parent who is responsible for the child's welfare and safety.

/- ) Provider(s) - Individuel(s) licensed or certified to provide medical end = -  _
i psychological treatmnt.

Quality Assurance - Those actions taken by the Goverreent to check servicas to .
deterning that they meet the requirements of the Statersnt of Work and
requirements of the Joint Commission on Accred{tation of Nealthcare Tees e
Organization, U.S. Army Neslth Services Comand, end individual hospital’s - --
ssdical steff quality sssurance and risk ssnegemant progress.

Sporeor - An sctive duty member or retires, or decsssed active duty member or
retiree of a uniformed service.

Treatment Team - A multidisciplinary heslthcare team which deve  wd
sonitors patient progress in a plan of treetment which is qncific for that
petiont's diagnosis and trestment needs.

WACK - Uomack Army Community Nospitel

HSG - Weslth Services Commend

[ o-ee-c-00m3 00002 c-8




( - Swpartmart of the Arey
. 80 - Departmaret of Deferse
COR - Contracting Ofticerts Representative
U - Statemant of Work
PFTN - Program fer the Nandicapped
JCAND - Jeint Commission on Accreditstion of lselthcare Orgenizatiers
WTF - Nedical Trestment Fecility
QC - Quality Contreol
FY - Fiscal Yeor

DEA - Drug Enforcemsnt Agency

.
+8
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C.3. GOVERMMENT RARNISHED FACILITIES AND SERVICES. (oﬂ ( lA GF

€.3.1. PFACILITIES. During the hours of performance under this contract the - ,ﬂ,\ LS

contractor, contractor's persomnel or the subcontrector shall have the use of
- designeted space made svailable at Fort Sragg for performing {nteke, {nitial. ..\:
assesements or treatment g8 needed.

~—

C.3.2. SERVICES. The goverrment shall fumish and install st goverrment
expanse 8 DEERS terminal {n the contractor's primery fecility. This will be
sccompl ished within 12 sonths of contrect awerd.

C.4. CONTRACTOR PURNISHED PROPERTY.

C.4.1. - Uhen occupying goverrment furnished facilities, the contractor shell
provide all desks, tables, telephones, etc necessary to function properly.

/ ’
‘X“J The contractor shall provide nams tags for his employees working cnj;'

) Q?K("V the goverrment ingtallation. ,

~ 3 €.6.3. The contractor shall insure that each physician providing medidat :

w\' services this contract has & rubber stamp containing his/her _,-dax mr°°°17

v/ wu.gm..-ua This stasp will be pleced on atl forms and
documentation having the physicien's signature.
£xample: John J. Jones, WO
DEA #

g~ -89-c-0013 P00002 c-9 B
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~ C.5. SPECIFIC TASKS/SERVICES. v

C.5.1. The felloving patient care services shell be previded and paid for by
the centractor under this contract. (Services C.5.1.1. through €.5.1.10 ere
currently CRAMPUS authorized services).

FS 1.1. Outpstient or inpatient services in CHANPUS suthorized gareral or

psychiatric hospitals, Restidential Trestmant Canters, or specialized tu.t-\t
fecilities.

coversd amntsl disorder by qualified providers lmlﬂleMm,

A €.5.1.2. Prefessionsl services rendered in the diagnosis or trestment of &
S umlel-n. ¢linical psychelegists, q-rt{fld pnMMc ures 'cioum or

‘clinig’sacial workers, ‘aafrisge, fanily and pastoral cormelers under ~ '~
miein uprvioin and other providers sutherized in Chapter 6 of DOD

3

_‘g directive 6010.8-2. —  Np plhur
"o

3l ¢.5.1.5. Individml peychotherspy }p U,.J‘ ot peto

€.5.1.4. Grouwp psychotherspy e )

5 C.5.1.5. Family or conjoint psychotherspy

€.5.1.6. Paychological testing and sssessment

€.5.1.7. Adeinistration ef peychotropic drugs

<
i o
3} C.5.1.8. Collaters! visits.

C.5.1.9. Nedical evalustion and testing required to sssess the petients -
clinicatl status at the time of adaission eor {ntake.

€.5.1.10. Ancillary tiwrapies such as art, music, dance, occoupetional shat!

pud“mlhdbrmmﬂimwim fn an epproved treatment
plan.

.

llA" l ,\.‘\l
pat® e
/\A"' @

€.5.1.11. Respite services. (Ulﬂ} .M
N\

‘,L”‘ AN €.5.1.12. Independent Living which fs restricted te sdslescents ever 16 yoors _ (,}"
\b\}‘ Y“\f of age snd mut include family ammber irnvolvemsnt in sll trestment M~.4 -ﬁ [._

C.5.1.13. Alternative family Living srrangemsnts: These services shell be — .

provided in a licensed home with specially trained staff. Trestmant of
petients in this envirorment will include family frwolvement.

J ®9-c-0013 $00002 c-10
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€3.1.14. & . tiel Grep Living: These sorvices shall be previded in o
- commnity residetiel setting licewed and mupervised n_g_-gmu e

K (s. Uhen services fnvelve residentisl plecemant, revieu of
ﬂﬂmﬁlh.ﬁn.mﬂu(“ﬁ)hhuu—m
‘ond ‘the Treatment 1 Tesn shell review these cases aanthly. 4

€.5.1.15. Crisis stabilization of 7 or fousr days in & quelfified and- -
(mfmlmlly supervised cmim.) — (DHwts Haes 2

C.5.1.16. tion-Eckerd Therapeutic camp may be evaileble for children over the
sge of 6 ine lun.lle-ud or certified camp.

€.5.1.17. uilderness Camp: This service aay be made sveilable for chitdren
over the age of 6. Transportstion shall be provided for visftatfons, {f-
needed, for the client and for the family. 1f these services are provided in
the Eckard Wildermess Camping Programs, they uill be provided at no cost to
the goverrment.

C.5.1.18. Oay trestmnt
*c.s 1.19. in-home services by licensed and or certified professionels.’ 99-
V, N €.5.1.20. Y Assesament and prescriptive services shell be provided by the

r,-— -contractor. Assessments shall include tests and consultations required tc
, astablish a definitive disgnostis.

- ——
\

€.5.1.21. Partisl hospitalizstion - {

C.5.1.22. Transportation. The contractor shall develop criteria shich . ..:
assesses petient needs for transportation to the verfous trestmsnt settings
and/or care provided outside the catchment ares. These criteria shelt be--

: M f
(17‘00 Aw

\‘ I“"
qv_, S

- ‘\\‘-6\.&(‘(@‘%

(g:,o7

\"Thk n€u}+" be
dckest -

: C(\W\

besed on clinical and social-economic need. Providing transportation-shali - -

not be based on petient desire or wwillingness to drive or use public ----- :
tmport.tion. See Attch S hereto.

C.s.1.23 ‘#“J ( Do rosera 4 ?‘?)

C.5.2. SERVICES EXCLUDED:

C.5.2.1. Services which are statutorily the responsibility of the state 054\,\0&.\ Vol
federal goverrment to provide shall be excluded from this contract. ST SIAN

C.5.2.2. Services to provide diagnostic assessment ordered by the courts to
determine alternative court dispositions.

C.5.2.3. Services to certified mambers of the
under this contract, with the exception of
fecderal land and vho are not included in

fltie N.® class are excluded
class mambers who mids on
2.5 and £.5.2.6. :

( *0-89-C-0013 P00002 c-31
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“ €.3.2.4. Services provided te CAMNPUS baneficiaries whe sre evelled.-in or. .
are eligible fer the CUIPUS Program for the Nandicapped (PFTNH) shell be
encluded frea this contract.

C.5.2.5. Services te CAPUS beneficiaries uith the follewing OMN-118-R

non- mj;dd&dn 1 dlomuiu'-ml Mlq. imluﬂn -ﬂd -dnnu, -
_ severe, profound and unspecified mentsl retardation, specific developmentsl
{ disorders, including ecademic skills disorders, (angusee and speech disorders

"\\ end motor skills development.

‘—-—’.—.‘\ - — __\“— o ) i —
C.5.2.6. Services that sre the mlbluty of school system witl not be
covered by this contract. These fnclude disgnostic sssessmant forlacedesic
placement, “ocational planning, Career guidance,fplacement in school programs
or classes for exceptional students or any other placement service not related

to disgnosis or treetment for mental hesith probless.

€.5.3. The contractor shall provide s centrally maneged progrem which

coordinetes all core and treatment provided and/or prescribed for petients - - chy pooo ¥
usfna the Tnetor'- services system. Conhacter Prondel all wur “upﬂ tz.w‘m
oo sl

c.s.s 1. MANAGED CARE. The contractor shall provide case msnegers who shall
be resporsible for patient sccess to and utilization of the contracter's

service syst .
N o—putienss. The ciee Saneger respons /ﬂ_uvlmn-'“,bm
4 ?‘\L SERWY5c patients to enter snd/or move betweeri the various levels of care
‘7 snd/or treatment settings. The case masreger is responsible for monitoring .the (.. Q{
( Py, placement of the patient in & trestment setting ss it relates to en approved 27°°z7 %}
R ol trestment plan and for coordinating the activities qf the trestment tees. \ 774 J)
(W Cose maregers shell be individuals who are ef oy, f, PO ~

Peychelogists, or Special Education Teschers er ether q-l"ld antal
hoslth professionals and shall be mpervised by the Clinical Directer.

 C.5.3.2. TREATMENT TEAM. ‘\m Treotment Team shell be & multidisciplinery d ‘L ’W
,Q(\‘ team compossd of the supervisors of cutpatient services, day trestment l (1
. services, cese msnagement urvica residential services; both a chitd- \ peatrent Tear
\JL \ peychistrist and o child (4 be on the Trestment Tesm, as well . MmN
a3 other necessary professional and non-professional personnel as required. - - % (1452
The trestment team shall be resporsible for the finel development and spproval -\»,—;!”u-ﬁ

of & treatmnt plan. The requirements for & complete treatmant plan sre /\}we,v\ ace o’
{fsted under the patient msnegement requirement in this contract. —~Case—~ . . <&/

” S
% Y S TS the-fat laatle-wder. {r3ntamY dg%‘i Poca 5

€.5.4. PATIENT RANAGEMENT. The contractor shell provide e cese managemsnt "

ML CS3UL ree- eowhacks semceqs/\‘u\/&ah‘af‘mse maragtrs e,
Luud-& F 1120 18 mﬂtﬁ—‘n}.q & uwmq’ﬁ come/a;t Qvray
f\o" Mezs 1&‘:";“% e"(’.‘b b¢ ranaqers or Cave coegﬁw‘ar‘s ore
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system and insure sufficient documentstion fn tresteent fecords which shetl
¢clesrly document the assestment, progress, snd eutcome of cere provided to- - .-
petients treated under this contrect. Sanple formets for Initial petient date - -
cotlection shall be furnighed to the contrecting officer within 00 calendar
deys sfter oward., Pationts shall be menaged uithin the service oystem Co the

following minimel stenderdss ) e ' ,(lg:»t
pd

M gy -1"'1'“
€.5.6.1.1. Euritten pol tefes:and procoduted ‘Soverning the inteke process shall,

T lnoube’ that informaticn o sbcilned en oll potiente odaftted or referred;
describes procedures for accepting referrel from outside agencles snd ... ... ..
organizetions; recorde ere kept on all petients end referrels; stetiaticsl
dete {s kept on the inteke process; end procedures are {ncluded for
alternative reforrals whon an epplicent fs found fneligidle for eduisafon,

‘€.5.8.1. Intake:

7 8.8.4.1.2. Wethods of (nteke shall be Based on the services provided and
meds of the patfent,

" £.5.4.9.3. Criterte for deternining oligibility shall be cleerly stoted in
writing.

E,,' £.5.4.9.4. Intake procedures shall fnclude en Inftiel sssesoment of the
petiont. '

- 6.5.4.1.3. Acceptence of patients for treatment shell be based on fnteke .
procedure results.

&

€.5.64.1.6. The record shall contaln the source of eny referral, .- . .

£.5.4.1.7. The Intske process shall {nsure the petient understends the nature
and gosls of the treatmont program, hours during which services are svaflable, - °-
treatment costs.
st
,.x\ €.5.4.1.8. Organizations which house patients evernight are licensed endror W
L.;\: Gy X . osrtified by the State of North Carolfne. )))'
¥ f\ \A’\\
Y Jm""\ ("‘ . C.8.4.1.9. sufticlent {nformation shall de obtained during the Inftiel inteke - -
/ -? to develop @ preliminary treatment plen,

f,'l} €.5.4.2. Asscesment:
€.5.4.2.9. Eosch patient shall have a complete agsessment, including clinfcel ------
consideration of the patient's needs and & written, comprehensive, - .
individusl {zed trestment plen that fe based on the assessment of the peatientts
clinical needs.

\  A10-89-c-0013 P00002 c-13 .. -
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C.5.4.2.2. rhr olt nu h m-n [ va thet’ (N O ¥

datTeten concerning the W Fa's Welanl wcamination we Gade prier &_V_“"U/:*A
te the dovelopmart ond l-t-noﬁn of coch patfent’s trestuane plan.

e.s.c.z.x. The organization shell heve an assesemant procedure for the eerly. .
detection of mental health problems thet are Life threstening, ere indicative
of severe personel ity disorgenizstion or deterioration, or mey miuly
affect the treatmant or rehabilitstion process. .

€.5.4.2.4. An emotionsl and behavioral assessmant of each patient shall be N
completed and entered in the petient record.

€.5.4.2.5. A socisl sssessment of each petient shall be undertaken and
documented in the patient record.

€.5.4.3. Trestmsnt plans:

€.5.64.3.1. Oversil development and implemantation of the treatment plan. shatl. .
be sssigned to an appropriate mesber of the professionel staff.

€.5.4.3.2. The trestment plan shall be developed as clinical informetion
becomes available and as soon es possible after the patient's sdmission or

sceeptance into the contractor's service system. Q‘ k

L]

.. Festdentiel trestment ergenization, er upon caspletien of the intake precess -
“or partisl hospitalization or eutpstient trestmant, w‘ he {/“,J
, ;trestmant tesm shall devalop & trestasnt plan besed on st lesst the sssssement - lunn

‘et 'the patient's prasemting-probtums;-physicsl heslth, emstiensl status and eges N U«aw""“
‘iishgvioral status. ) Y o

. €.5.4.3.3. ' Uithin 72 hours felloning eduissien/ecceptance te -v frpetiant or: ‘... , ot

€.5.4.3.4. The trestment plan shall reflect the patient’s clinicel needs end
corclitions.

€.5.4.3.5. The trestment plan shall specify the services necessary to imet
the pstient's needs.

C.5.4.3.6. The trestment plan shall {nclude referrals for needed services
that ere not provided directly by the orgenization.

€.5.4.3.7. The trestmant plan shall contsin specific gosls which the patient
saut schieve to sttain, meintain and/or reestablish emotional and/or physical
heelth.

v

€.5.4.3.8. The trestment plan shall contain specific cbjectives that.relate.

200002
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te the goals, stated n emesursble terms and freiuche expacted achisvemant
.‘..

C.3.4.3.9. The trestamnt plan shell descride the services, activities avd-

'mﬂ“mmmim““ﬂﬂumm«*.u“u

work with the patient.

- e

. ‘.r! '-: avs

’ .
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€.5.6.3.10 rm trestment plen shall specify the freguency of trestaant - . -~ -

. procedures.

c.s.6.3.11¥lh trestaant plan shetl delinests the specific criterie te

"be mat for the termination of trestment.

c.s.u.tz¥m trestment plan shell {nclude specific plans for the
irvolvement of the family or significent ~thers in the pstient’s trestment.

C.5.4.4. Progress notes: Progress notes shall be smJe for each patient vhich
documnt the implementetion of the trestment plan, actusl treatment provided.

to the petient, chronologicsl documentation of the patient's clinical course,

changes in each of the patient's conditions end descriptions of the patient's

response to trestment and the outcome of trestment and the response of

significant other to important intercurrent events. H\”ﬂ L(—phl&f"f el At M"Jb

pekweh
€.5.4.5. Discherge summery and efter cpfe. :n;}uﬁ shall be
ot

entered nte the petient’s record uithib 13 scharge or relesse
from care. The summary shall fnclude its of intske sssessment and
disgnosis, the finat primary and secondary disgnoses, a summery of pertinent
findings and & final assessment which treces the patient‘s progress toward
gosl and cbjective achievement and o statement of the patients condition at
the time of discharge. The records shatl fnclude a written sftercare plan for
continuing treatment {f needed, and recommendations for gfter trestmant-- -
support to the pstient.

€.5.5. GQUALITY CONTROLCQC) AND GUALITY ASSURANCE(QA).

¢ :95.5.1. The contrector shall be responsible for the quslity of all
services provided. The contractor shall establish a quelity control program
which shall sonitor and evaluste aspects of cere which sre provided by the.
contractor's service system. WNonitoring activities shell be conducted ~ -
systemstically and shall fdentify, eveluste, and correct problems. At s
asinimm the quality control plan and sctivities shall mset the following
eriteria:

€.5.5.1.1. The program shall cbjectively and systematically sonitor and

evaluate the quality and sppropridteness of petient care, pursue ogportunities
to improve pstient care and resolve identified problems.

P00002 c-15
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€.5.5.1.2. The OC program will be applicable to the entire erganization no .(\P

——

fncluding subcontractors. X //l/ll\a d/l) l(_)eo

. €.5.5.1.3. Professionsl erd aciainistrative steffs shall monitor end wveluste -
the quality and appropristensss of patient care and clinical performence, : \“‘ ‘
resolve problems and report informstion to the governing body snd the COR. @*\ /L

£€.35.5.1.4. The tantracter shall-hove o written pln for the q-llty cantrol '\; f/\
- program vhich dWescribes the cbjective, ergenizatien, scope and mechenisms for { % o
~ 5\}" overseeing the effectivensss of monitering, evelustien and problem solving
U \4)‘ y&tlﬁﬂ.. ”eiﬂe guidelines shell be develaped for the documentation in
1' the records, and clinical justificstion end evelustion for the use of speciel & wnu
@( ‘V\ v trestment procedures such as the use of constraints, restraints, seclusion and [\)8 v D(/f
° sthers. This plan (Including criteria/standerds/formats) shall be submitted el a0
, g to the contracting officer with the contractors propossl and approved prior frbfm
‘;}t 7\ to sward. (R /\
5T
ﬁﬁl\" /v\\((;\‘ 3(( ;::.:::. cxm: ;:oll moet ::. ‘ﬂa sherscterfotics isted in the'.
.a. [ ] .
. Q)&A\v ~ . CBure Tk edhon  Powor7 apar”
\ )(\ar\(,r/‘/ €.5.5.1.6 Government Guality Assurance: The Gevernment will menitor the ;-H"
/'\.é!" NS contractor's performance under this contract using quality sssurance ] U ‘)-Q’ J C A
SUANQT | orocedures besed upon the’Gustity Control prosren established by the (x;\t’ c ‘
N .Y 0 contrector and agproved by the contrecting officer. Additionslly, the. .: (&
/ Vo N cantractorTsperforaancs Te scheduled end unecheduied review by the i ule
\ \w Project Oversight Coswittes, Administrative Contracting Officer and the COR —. U
.X.L\\_{‘ L'“&‘ during the term Gf this contract.  \sn'+v Thiy Tal  Swager JZAMLC'&V\"_;,-‘
b‘ €.5.5.1.7 The contractor shall develop and um‘t; the eontuetlm officer a :
statement of work to be used to subcontract with @ Unfversity consortium el o
composed of Vanderbilt, and Brandeis Universities to conduct an fndepsndent = ' A
evaiuation to determine {f the managed care system requirer! by this contract 2 Al \’(
s a cost effective alternative of acceptable pstient csre qustity as compered %_\ M :
with standard CHAUS. The independent evalustor shall structure their - \(a‘,t
evalustion such that esch component of the contimam >f mental heslth
services, as listed in paragraph C.5.1, and the maneged care functions are
examined to detersine if the patient's clinical care ocutcomes and the costs
for services sre an effective slternative to benefits received under standard
CHAPUS. The evaluator shall conduct o cost anelysis of the contimam of . ‘
mental health services such that determinstions of cost affectivensss cambe- ’
made. The evelustion subcontract shall run 8 total of 48 continuous months, -
subject to exsrcise of options of the besic contract and further mbject to - - .
the availability of funds. The finel report and all dete collected shall be
delivered to the Contraecting Officer not later then the 15th calendsr day of
the 49th month following definitization of this contrsct. This contract :

(?\

[ ~ve9-c-0013 00002 c-16




(

1

“h e WWIOD AU IO LUV LV

supports o demonstration profect te test the feasibility of exporsion of this

program. The goverrment will use this inforastion furnished by the contractor

to develop chonges to the Desic CHANPUE Denefit. The contracter ghell ersure

thet ether demonstrationstest projects shall mot fapect progras lwlmuuen

or results to pretect the Integrity of the evelustion required herein, '

Generally sctepted principles of besic resesrch shatl be used s well as-the - ©

use of forts Canpboll and Stewsrt ss contrel sites. The contractor shall °

submit the specifications end ressarch methedology to be wed to the

Contrecting Officer within 90 calender days ofter atd oa fhn hanhon’ .6 cocha

C.5.5.1.8. The contractor shell pertfcipete with Womeck Army Commmity
Nospital (WACK) to develop & project oversight committes. This cemmitted

shall be conposed of representatives from the UACH end rector's / -
organization and shall meet & ainisun of once psr month. ¥

comittee include, But ere not Limited tor review of wtilizetion data )
m treated/referred to aroacans, revieu of the >

contra SCURetation and med
neo-nnd d\onou or modifications to eontuctor eperstions to the centrecting -
officer. The comittee shell be includod ta any approvals er gencerst

procedure used by patients receiving sefvices under this contrect, The
contractor shall develop policies end procedures to be Used by the Projett
Oversight Committee uithin the parameters outlined in this contrect and shall
doliver these policies and procedures t0 the contracting officer for approvel
within 90 deys of contrect eward. The conmittee shall consfet efaaven— ,, - o
sembers, The chalrperson ghatl ,polntod by the commender, Womeck Army
Community Hospital, The other menbers representing the goverrsent shall . . ...
Be the CORaond o reprecontative of Nq, Health Services Comend. The.. ° . ...
representatives shall be the project msnager, project site ,3 N
asnapér, clinicet director and medical director, 1.7
Ohith> Dept o Psnchiatm 5 Ohiad ugt § ei@iohs -
€.5.6. PAYMENT POR SERVICES.

€.5.6.1. The contractor shall develop a tnft cost reisbursament systes to pay /-
for clinicel servicet not later than 36 wonths sfter contrect swerd, The L4
contractor ghall waive the traditional CHAMPUS cost ehare/deductible “ tmn .-
shall be no ncreased coot to the government by the wafving of thig - -~ - -~ -
deductible. The contractors! formet for the existing cost refsbursesent - - --
system to include service definitions end costs shall be sutnitted uith the

proposal to the contracting officer and spproved prior to awerd. e

€.5.6.2. Rates pafd by the contractor for services shall be the lessor of the -
CHAMPUS preveiling rate (or equivalent), the community standerd rete for

services not mormatly @ CHANSUS benefit, or the contractor megotisted rate.

The contractor shall furnich s rete schedule within 120 celendsr deys of - -
contrect eward and every é months theresfter, or within 30 calender doys of

the tnclucion of additional providers in the contractor's service system.

&‘W shatl kln.sk t#l. SM 4o ‘ON’L“G‘L" 014«&.;
£ gt
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(See Attechment 3)

C.5.6.3. Normantal Nealth Nedical Services. Normental hesith medical
eervices (for example, surgery, redfology or lasborstory services) net MM;&
1% %0 the mntal heelth diagresis, rendered during &-mﬂ--ml mmf
W trestmanty end for vhich s saperate cherge s madeZiisfAL!
o8 5. by the provider e s CANPUS claias ferm for banefit. u‘nm
dnuuimtim by the CawUs fiscal intermedisry for the mid-Atfantic mien.
Normental health services {nclude disgnostic services required to rule out
wsdical besis for mental health dio';au. except for that testing which is
required by the contractor's qual ity sssurance screens for differentisl
diagnosis, which shall be paid for by the contractor. For Inpetient Services,
if a beneficiary receives care for s medical disgnosis and & mantal health
disgnosis, end the medical diasgnosis s primery and reisburssble under
CHANPUS, such cleims shall be paid by the Fiscal Intermediary for the
Nid-Atlentic Region. If the beneficliary receives care for a madical diegnosis
and 8 mantsl heslth diagnosis and the medical disgnosis is efther not the
primery disgnosis or is not subject to reimbursement under CNAMPUS Disgnostic
Related Groups(DRGs), except for alcohol sbuse related DRGs which, once

published in the Federal Register, will be paid for by the contractor at.the - .- -

lower of the CRANPUS DRG rate or the contractor's published fee schedule, (to
include services rendered {n DRG exempt facilities), the Contractor shell be
responsible for hospital room and bosrd charges, besed on the primary’ .
disgnosis., Within 5 working days of {dentification, the Contractor shall
forward to the medical fiscal intermediary e copy of the claim, along with
information on sany reisbursements made for mentel heslith services; the fiscal
intermadiary will adjudicate the cleim for normentsl heslth care on the besis
of the line items appropriate to the mxdfcal services provided, to include
those rendered by hospital besed physicians.

C.5.6.4. The contractor shell establish a system for certifying referrsle of-
pationts who must receive care cutside the contractor's services system. This
system shall include a method of identifying claims such that the FI for the
Nid-Atlantic region can resdily {dentify these claims. Psatients who obtain
care uithout proper referral shall be resporeible for payment. Eligible
beneficiaries who reside apart from their sponsor, end the sponsor or perent
reside in the catchment area, shall not be eligible for services under this
contract unless the bemeficiary resides with the non- parent or is

attending » residential school within the catchmant sres. Conhacber A0 Preida

P odnra do Po Corpd ffain . |
€.5.6.5. Nothing shall preclude CHAMPUS eligible patients who reside outside
the Fort Bragg cetchment area from obtaining medically end psychologicatly
necessary treatment from providers located within the Fort Bragg catchment ..
area. These patients shall not be eligible for services provided under this

contract except for normal CHAMPUS benefits as listed in the DOD instruction: ...
6010.8-R. Services which msy be offered to non-catchment sres residents by -~ ---

pO0002 c-18
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contrect. Preject furcs ehall be wwed to cover services te ailicary
childrervadolescants anty. Iy 3 1s?
v pag

€.5.6.6. - Coordination of Banefits. The contractor shall previds ¢ system for
coordination of benefits to ensure that the contracter (s secondery payer for
any service or supply for persens ewelled {n eny other insurence, medical
7“.. @ hoolth plan(except Nedicaid)to the extent that the service or
-mly fs aleo @ benefit wuier the ether plan, ,p-,m‘dlm,
thet: fes, are collected frem sther benetit plans, encept hiledd. o oover;

&md“u'&fmmjmﬁn‘muﬂ The contrecter shet(: - ;ﬂ‘, 5“0“’

‘retsin any peymnts received through coordinatien of benefits. Wanthly
“bitling to the goverrment will be recuced by the amount received from the
coordination of benefits. Covhacher shall ) ewide f"""L'" g ¥
@ et S, -

€.5.6.6.1. Exctusions. Coordinetion of benafits shall not be accomplished in
comnection with Nedicaid, coverage designed to supplement CHANPUS benefits,
entitiement to receive core from NTFs, entitiement to receive cere from

Veterans Achinistration Nedical Care Fecilities, or certain federsl goverrment.

programs, es prescribed by the Director, OCNANPUS, which sre designed to
provide benefits to a distinct beneficiary population end for which
entitlement does not derive from either premium peyment or monetery
contribution,

€.5.6.6.2. CHANPUS and Nedicare. In situstions frwvolving dependents of...
active duty service mambers eligible for Nedicare, Nedicare is always primary

Jook at cla fa.. for
ﬂ-v\“(—‘ (1 A &
/J;(H”s 004} Mi((/\\\.\

/4" o U’”“"\ "(/&"

wu»f

s
P \

/'-

i

\/

peyor. Retirees, dependents of retirees and wrvim entitied to Nedicare, -

Part A, are ineligible for CHANPUS.

€.5.6.6.3. Subrogation. There will be no subrogation rights eccruing.to - - -
either the Cantractocr or to the Goverrment. Subrogation requires that s party. -

is authorized or required by lew to furnish or pey for medical trestmant for a
person who is injured under circumstances cresting s tort Liability in some
third person to pey damsges for thet cere, ﬂnmhoﬂxdprtyhnﬂnﬂmt
to recover from the third person the reasonsble velus of thet care end -
trestment furnished or to be furnished. See CHAMPUS regulstion, DOD 6010.8.R,
Chapter 12, Pacagraph E.1. Since this right does accrue to the United States
Goverrment the United States Goverrment renounces this right in contracting
for the mantal health services delivered under this contrsct to the
Contractor, who is not en agent of the Goverrment. The contrector, lacking
agency, camnot therefore exercise the right of the United States Goverrment.

€.5.6.7. The contractor shall estsblish & system to verify eligibility of

petients under the Deferse Eligibility Enroliment System (DEERS). Mo payment
shall be made to any provider unless the patient is eligible to receive

p00002 c-19
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grogren effice, the contractor shall werify that esch patient over 10 yesrs
old hae & valid 00 Form 1173, Privilege Coard, and thet the sporsor or peremt

of petients wxisr 10 yasrs old hove o welid wil{tery idntification cord or 0D

fora 1173, Privilege Card. The contrector shell wverf{fy through OCERS by

coordination with U.S.

c.5.7. m AlD GRIEVANCES.

€.5.7.1.

Crr 199,10).

. o .
C.5.7.2. The contractor shall develop and submit to the contracting officer
procedures to be used for appesls and grievances by patients using or refecred.
to the contractor's gervice system. This procedure shall be commmicsted to

prospective patients and be included in the contractor's merketing plen.

T

Chepter 10 Compliance. The contrector shell comply with the
nq.air-nts for eppeals under Ch 10 of the CHANPUS Regulstion DOD 6010.8-R(32

VUomsck Army Nospital, Fort Brage, the eligibility of
patients prior to services being provided. (' The goverrumant shall not be

mpnsibu for ny-r:&urvim for. non-CuANPUS eli

The contractor shall provide to the contracting officer » pl-n
for implementing sppeals/grievance procedures.

The

procedure shell define appealable {ssuss ss those arising from en adverse
initial determimation by the contrector for benefits provided wder this -
contract. Appesisble fssuss shell not include & chellenge of the propriety,
oquity or legslity of any provision of law or regulstion, end the following:

> Ve

presuthorizations to cbtain care;

determination.

$50.
-

and 3.

Denial of issusnce of a nonavailability statement;

denisl of

denial of suthorization to seek
care outside the catchment sreea. The procedure shall fnesure that there is an
initial notification sade to the patient and that the pstient’s appeel rights
and procedures are defined in this notification,
(east 90 cdays to request in writing, reconsiderstion of the initfal
The contractor shall have no more than 40 deys in which to
finslize a recorsideration and inform the patient of the decisfon in writing.
The contractor shall have finsl sction on disputes not exceeding amounts of

The patient shell have at

Disputes of amounts over S50 shall be further sppesled to WACH.

P Fhnel”

sction shall be made on amounts in dispute of over $50 and less then $300,

Appesls beyond this level ghall be through Wa, US Army Neelth Services

Command. Guidance regarding the development of an sppesis system mey be
cbtained from DOD Instruction 6010.8-R.

€.5.7.3.

Grievences sre items which cannot be appesled. The contrector shall

develop e procedure such thet grievances be ackiressed and solved by the

contractor.

committes for final resolution.

€.5.7.4.

p00002

v

Procedures,

c-20

should the patient not be satisfied with the action taken by the
contractor, they mey further addressed in writing to the project advisery - - - -

policy and implemsntation for appesis and grievances
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sholl be submitted to the contrecting c"leor not leter then 150 calendsr ("
days after contrect sward.

€.3.7.5. Adninfstretive sppeats. The nature of o cose msnagement eysten
necessitates that the mental health care will gerarally be reviousd efther
prospectively or concurrently end preauthorfzed or preauthorizetion denfed.

In coees of deniel, 1t shall e nececssry for the centractor te heve an
adninistretive systen te review such denfels. An edeinfstrative appeal systea
for such denfatle {0 mendatory under the contract, The comtrecter shell heve
sufficlent appesl mechanises for presuthorizetion decliafons to ensure that the ..
CRAPUS benefit 1s not abregeted. Under Ch 10 for there te be an appeslsble
fosue there nust be 8 disputed question of fect which, {1 resolved In faver of
the appesting party, would result (n the euthor{zation ef CUAWUS bemtits.

€.5.7.3.1. 1t preauthorizetion is denfed by the contrector end the
beneficlary does not obtain gere, {t would not result (n the euthorization of
benefits because the medfcel necessity for mental health care would depend on -
the petient's current medical needs and not the patient's pest condition,

€.5.7.6. The contrector’s appeal systom shall distinguish between mpndetory .. . -
Ch 10 eppeals and edninfetretive appesls required ynder subsections C.3.7.4,

ond .5.7.2. sbove. The sppesl systea shall distinguish between the rules
oppiicadle to contracted (or employess of the contrector) end mnﬂd
providers where such distinction (o -ppumu

C.5.7.7. For this section the contractor gholl oct os o CHANPUS FI, The . .. . ..
Contracting Officer will perfora the functions for o level of appeel beyond

the contractor, 1f the Contrecting Officer reverses the decisfon te deny

peynent made by the contractor, the contractor ehall then pey fer care .
received by the beneficiary. In the case where a provider is appesting the

eontrector payment decisfon, the Contracting Officer's reversal of the .. .. . .
gontractor’s decision shall result {n the contractor complying ufth the appeal
request.

C.5.8. TRANSITIONS.

€.5.8.1. The contractor shell subafit to the Contrecting Officer o detailed
plan for the operstion of the Senaged care function with the proposetl. -

C.5.8.2. The plan for hirlng and trefning of staff for the maneged cere

function shell be submitted no (eter then ninty (90) celendar deys efter . )

contract eward. O duihor SAtl it plan ke ochby Jht Pouss
qfrw-? . alilae

€.5.8.3. The provider/beneticiery commnity shell be advised of the

procedures for sccessing the managed care function beginning no later then

sixty (60) calendsr days prior to the start-work dste.

A10-89-¢-0013 PO0002 c-21




€.5.0.4. The contractor shall submit te the Contracting Officer a dreft - - . .°
Seneficiory and Provider lendbook which detalle these activitios of interest

to the beneficiery end provider commnity no later then 150 calender deys

efter oontrect swerd.

€.5.8.5. w0 later then 100 calendst deys efter contrect oward , the -'--* ¢ -

contractor shatl esteblish methods for hendling tremsitionsl ceses, .0.,

those pationts for uhom sctive care fa In progress en the stert-work dete. If

the care provided to transitiensl coses would be within the scope of services - -

govercd by thie contrect 11 Inftiated after the start-work dete, the

gontracior shell be Liable for that pertien of care delivered on and after the

otart-work date for such cases. The contrecter ehall determine how meny of

the sixty (60) frpatfent deys heve slready been used by o beneficiery’ prior to

poyment of ony inpstient cere. The contrector shall provide s written sumety .

of tranaftion activities not later then 60 calender days after completion of Posro

the mobilfzetion phese. Op o shll ’f"““’ Ol d AaJ’f ﬁ«:.*-g 62/,/’0(
Corns 4o . vy

€.5.8.6. The tremmition 'Ln sutmitted by the contractor uith the proposst ...

shall also sddross the procedures that the contractor will follow upon the. ...

conpletion of this contrect, Thess procedures will be directed ot -inmzm

any sdverse fmpect which mey be experfenced by patients utilizing the

services offered under this contrect.

€.5.8.7, o decisions to terminate payment (beceuse of Snappropriateness or ... .
non-necessity) fer care Initisted prior to the fmplementation dete for

delivery of comprehensive mental heslth services shall be mede by the

gontrector without 9 patient (or resporsible party) interview. Poth the ..
patient end sttending previder shall de notiflied of the purpose of the . --
interview st the time the interview 1o requested, end shall be mnetified of the
decision within one (1) working dey of the interview,

€.5.8.8. Only OCHANPUS moy make retroactive denfele of payment for care
initisted prior to the faplesentation date for delivery of cosprehensive

montal health services. 1f it 1o the opinfon of the contractor thet care mey

be medically or psychologically unnecesssry, the centrsctor shall recommend to ---
OCHNANPUS that payment bs donfed, end send ell eupporting evidence necessery to
orrive at o decfolon. At the time of {ts recomendstion, the contractor shell -
notify the beneficlary or resporsible femily mesber and the institutionst

and/or Individuet provider favelved.

C.5.8.9. The contractor shall provide proposed contrect provider agreement - -
forms te the contracting officer within 120 days efter suard of the centract,

€.5.9. WARKETING PLAN

10-89-¢-0013 PO0002 cee e -2
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c.5.9.1. he eium shatl tn(é o;t;ild anrbeting plen ard almit
this plan te the Cotracting Offfeer (see attch 4) for ggprevel. The plan
chell include ot (east {nforuntion covering the fellewing:

€.5.9.1.1. A dreft of the required Federal Register netice.

€.5.9.1.2. A schedule for commnity msetings to be condicted by the
contrector. These meetings shall be made to beneficieries and providers
within the catchment sres. They shall be scheduled with sufficient frequency
and aveilability to ineure thet the majority of bereficieries are sfforded the
opportunity to attend.

C.5.9.1.3. A schedile of meetings with ailitery command and afl{tery
trestmant facilitfes which shall be conducted by the contractor explaining
this contract end the purpose of the desonstrstion and its effect on the
servicemsn and women and their families.

C.5.9.1.4. Persons currently in trestaent who will be affected by this
contract shell be provided informstion regarding the trarsition of their care
to the contractor's system.

€.5.9.1.5. Informstion detailing the cost to the pstient, claims procedures,
deductibles and cost shares and the effect of the contractor’s system on other
CHAMPUS benefits.

C.5.10. The contractor shall meet with the current CHANPUS FI for the
sid-Atlantic region to discuss modifications of existing FI contracts. These
meetings shall be scheduiled by the Contrecting Officer prior to the beginning
date of services. The cost to modity existing FI contracts shall not be paid
by the contractor.,

€.5.11. Deliverables (See Attachments 4 and S hereto).
€.6. APPLICABLE REGULATIONS AND NMANUALS.

C.6.1. Documents applicsble to this S0V ere listed below. The documents have -
been coded sz sdvisory or mendatory. The contractor is only obligated to
follow those coded ss mendatory and only documents referenced herein.
Supplements and amendments to these mandatory publications may be issued -

during the life of the contract. 1f any publicetion chenge which h-eau R
effective during the contract period causes a change in performance within the
meening of the "Changes® clause, it will not be implemanted until the
contracting officer issues s change order or modification to the contract.

C.6.1.1. NRandatory:

P00002 ¢
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AR 40-2, 3 Mor T8 - Arwy Medfcal Trestwsne fesilities end Genarel
Aduinistretien, s currertly amended.

N Reg 40-3, Sep &7 - Asbulatory Petiamt Care

AR 385-10, feb 79, Aray Safety Program end WSC Supplamant 1, &un 86 to AR
383-10

AR 385-40, 1 Sep 80 - Accident Seporting and Secords with NSC Sipplement 1
dated 7 ag 81 -

~ Occupstionel Safety and Neslth Adwinistrstion Regulstien

20D Instruction 6010.8-8, Civilian Nesith and Nedical Program of the Uniformed -
Services, Mor 86

C\lﬂ'f'b& d\"lm O'F /

~atr Corwol {deted Standards Narual, Joint Commission on Accreditation of Hesithcare

000 2-1 -— Organizations, MG

2182
. C.6.1.2. Advisory:

- B_‘Q-“! 1 Apr 87 - Nedical Record and t-l!t* Assurence l
AR 310-13, 15 Oct 83 - Dictionery of United States Army Terss
®EC Pam 310, 1 Jun 84 - Index of NSC Commend Adwinistrative Publications
C.6.2. Unless noted otheruise, all required Army and DOD Regulstions,

Directives and Forms as referenced in this SOV shall be mede svailable by the
COR when requested by the contractor.
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Surveillance Plan
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1. INTRODUCTION

1.1 Purpose. These Quality Assurance Surveillance procedures have been
developed t0o aid the Contracting Officer’'s Represenative (COR) in
providing effective and systematic surveillance of all aspects of the
contract.

2. RESPONSIBILITIES.

2.1 The U.S. Army Health Services Command (HSC) is responzible for
ensuring that the mental health care services provided are satisfactory in
accordance with the quality assurance specifications set forth in the

contract.

2.2 The Contracting Officer (KO), Central Contracting Office (CCO), U.S.
Army Health Services Command is responsible for negotiating changes in
terms, conditions or amounts cited in this contract.

2.3 The COR is respongible for assuring contractor performance through
audit, documentation and liaison with the KO.

3. INSPECTION PROCEDURES.

3.1. Records reviews should occur at least quarterly for the duration of
the project, and should contain a mix of cases, especially those requiring
complex and/or extensive treatment (inpatient, residential, multiple types
of treatment etc). Initially, review should probably occur monthly with
an Army Child & Adolescent Paychiatrist present for clarification. Once
the procedure is refined a clinician need not be present, but can review
problem records after initial monitoring.

4. DOCUMENTATION.

-General. Each inspection made by the COR must be documented and
filed for future reference, audit and proof of inspection. Copies of
documentation concerﬁning ghortfalls from expected performance levels
ghould be forwarded to the KO within 5 workdays after the inpection has
been completed. Special emphasis should be placed on any clearly
unsatisfactory performance. A copy of the inspection will also be
fowarded to HSC.

D-1




1. Standard. The COR will verify that services are only being rendered
to those beneficiaries residing within a 40 mile radius of Fort Bragg
called the catchment area identified by zip coes.

Inspection procedures. COR will pull randomly selected case records
and check zip codes.

Frequency of Inspection: Quarterly
Reference: C.1l.1
2. Standard. COR will ensure that families can participate in treatment
and that unnecessary separations are minimal to nonexistent.
Inspection procedures. COR will review casze record to find out it
familiy therapy iz occuring and how frequently. COR will review case
record to check number of client no-shows and response.
Frequency of Inspection: Quarterly
Reference: C.1.2.1
3. COR will ensure there is sufficient staft to properly por!orm
requirements of the contract. ~
Inspection Procedures. Review of staff

Frequency of Inspection: Monthly at POC Meeting

Reference: C.1.3

4. Standard. COR will review hiring practices of Cardinal Mental Health
and ensure that only licensed, credentialled providers are allowed to
provide mental health serviceg to clients.

Inspection Procedures. COR will randomly review credentials files.
check diploma copies, indication of verification with school, must
meet criteria for type of provider,

Frequency of Inspection: Quarterly

Reference: ¢€.1.3.1 - ¢C.1.3.14

5. Standard. COR will ensure that supervision isg provided and documented
for employees required to function weekly under supervision by senior
level clinicians. Examples are substance abuse counselors must function
weekly under supervision of sgenior level clinicians. Other individual
Professional Providers ie., mental health counselors, foster care parents,
and members of the contractor’s alternative living treatment team must be
under physician supervision.

D=2




Inspection Procedures. COR will verify that supervision is taking
place by reviewing employment records and physician visits to the group
homes.

Frequency of Ingpection: Quarterly

Reference: C€.1.3.90 - C.1.3.10 and C.5.3.1

6. COR will ensure that non-urgent and diagnostic services begin within a
one—week period following request or referral.
!

Inspection Procedures. Review of client file for date of contact and
first visit.

Frequency: Quarterly

Reference: C.1.4.4
7. Standard. COR will ensure that the diagnostic study shall bdegin
within the week of referral and shall be connleted and reviewed by the
Treatment Team in two weeks, or less, and that the full treatment plan-
will be completed within 72 hours of initial contact, unless a more

complex plan is needéd.

Inspection Procedures. COR will review a sample of patient charts to
see if the process from referral to full implementation is being
completed. (Check dates)

Frequency: Quarterly

Reference: C.1.4.4
7. Standard. COR will ensure emergency services are avaliable on a
24-hour basis and that the service provides crisis counseling and
direction to the nearest emergency site. COR will also ensue that the
child/adolescent can be stabilized, and that diagnositc services shall
begin within 24 hours.

Inspection Procedures. COR will verify avaliability of ¢ ' 28 and
review records of children who’have received emergency/urgent cervices.

Frequency: Quarterly

Reference: C€.1.4.5

8. Standard. COR will ensure treatment team meets contract criteria.

Inspection Procedures. The COR will review records to ensure the
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treatment team consisted of a child psychiatrist, a doctoral level
practicing child psychologist, and the supervisors of service components,
who are fully qualified mental health professionala. COR will ensure that
the MD or psychologist has signed the patient’'s record.

Frequency: Quarterly

Reference: C.1.4.7

9. Standard. COR will ensure that the case manager receives input from
others significant to the individual client, such as his/her teacher,
court counselor.

Inspection Procedures. COR will review charts for this information
and discuse process with case managers.

Frequency: Quarterly

Reference: C.1.4.7

10. Standard. COR will ensure the Axig III diagnosis ie completed by the
physician.

Inspection Procodurés. COR will review patient chart to see 1f Axis
III diagnosis check has occurred. Also a status as to whether a physical-
exam is needed or additional procedures are needed.

Frequency: Quarterly -

Reference: C.1.4.190
11. Standard. COR will ensure that the contractor has a program to
account for property and that the property is being maintained and

inventoried on an annual basis.

Ingspection Procedures. COR will review property list to ensure all
property is accounted for.

Frequency: Quarterly
12. Standard. COR will ensure that the cases of individuals involved in

residential placement are reviewed every 14 days by the case manager and
every month by the Treatment Team.




Inspection Procedures. Chart review of those individuals in
residential placement.

Frequency: Quarterly

Reference: C.5.1.14

13. Standard. COR will review utilization of leased vehicles.
Inspection Procedures. Review mileage logs/trip reports.
Frequency: Quarterly (Should bx briefed at POC Meeting per contract.)

(
VAL
14. Standard. COR will ensure that each case manager be responsible for
no more than 20 patients.

Inspection Procedures. COR will verify number of case managers and
divide by the number of clients presently enrolled to ensure contract is

being followed.
Frequency: Monthly at POC Meeting

Reference: €.5.3.1

15. Standard. COR will ensure case managers provide information to the
Treatment team at least every 30 days while the patient is under
treatment.

Inspection Procedures. Chart review - Team review noted
Frequency: Quarterly

Reference: C€.5.3.2

16. Standard. COR will ensure that the treatment team plan does the
following: Reflects the patient’s clinical needs and conditions,
Specifiea the services necessary to meet the patients needs, Includes
referrals for services that are not provided directly by the organization,
Contains specific goals which the patient must achieve to attain, maintain
and/or reestaolish emotional and/or physical health, Shall contain
specific objectives that relateto the goals, stated in measurable terms
and include expected achievement dates, Shall describe the services,
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activities and programs planned for the patient and specifies the staft
member assigned to work with the patient, Shall describe the gervices,
agtivities and programs planned for the patient and specifies the staff
member assigned to work with the patient, Shall specify the frequency of
treatment procedures, Shall delineate the specific criteria to be met for
the termination of treatment, Shall include specific plans for the
involvement of the family or significant others in the patient's
treatment.

Inspection Procedures. Review progress notes
Frequency: Quarterly

Reference: C.5.4 (all)

17. Standard. COR will ensure progress notegs be made for each patient
which document the implementation of the treatment plan, actual treatment
provided to the patient, chronological documentation of the patient's
clinical course, and changes in each of the patient’'s conditions.

Inspection Procedures. COR will ensure that a discharge summary is
entered into the patient’s record within 15 days after discharge or
releage from care.

Frequency: Quarterly

Reference: €.5.4.5

18. Standard. COR will be responsible for the review of the contractors
QA Plan and QA Program.

Inapection Procedures. COR will review written documentation of
contractor’'s QA Plan and check for 190 pt QA Plan as per JCAHO model.
Review QA Minutes.

Frequency: Monthly at POC Meeting

Reference: C.5.5.1.4
19. Standard. COR will ensure that the contractor is secondary payor for
any sService or supply for persons enrolled in any other insurance, medical
gervice, or health plan except Medicaid to the extent that the service is

also a benefit under the other plan.

Inspection Procedures. COR will review claims to ensure claims are
first billed to other health insurance companies first.




iquency: Quarterly

Reference: ¢€.5.6.3

2¢0. Standard. COR will ensure DEERS eligibility is being verified.

Inspection Procedures. COR will check to make sure this is taking
place and that those who are not eligible do not receive care.

Inspection Frequency: Quarterly

Reference: ¢€.5.6.7
21. Standard COR will ensure appeals and grievances are being handled
and that they are brought to the attention of the Project Oversight
Committee.

Inspection Procedures. Review of appeals and grievances.

Frequency: Quarterly

Reference: €.5.7.2
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SURVEILLANCE CHECKLISTS
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JPES NGADTE Nl IR A
QINCAL 2V

..

Pac:ly participation doswnsnted; seperetions of child trom femily ese apprepriate.

.3

Timnly initistion end eompletion of Dx otadies and Bx plam.

3.3

mu-mmwwum-u-au«u.ccmﬂd.

3.3

Ox wod iodividualised Bx plans are appropriete and of acceptable guality.

Emargency/uwrgent ¢ases are peamptly identified end secved mnd istarventiocas are sppropriate.

Dx preiocols are wsed md effective for Dx and development of Rx plas.

Assigned level of care moots criteris and is spproprieste to cliemt’s needs.

Clieat received thorough assessment by sanior level cliniciana, wbich was roviowed by Rx plan.

Prospe:tive clicnts screened and assessed in accord w/intake screening process prior to adoussior.

Decision vegardiag need for physical axam mede prior te ecmpletion end implemsatation of Rx plan.

Informetics regarding progress inm cutpatient -anly reviewsd by Rx tems 30 days after campletiocn
of kx plan, and every 12 viaits of every § mos. (whichever is sommer) thareafter. Progress in
outpatient Rx plus reviewsd every thres mocoths.

2z plan based wpan sedical status end slinical veeds ad specifies nseded services including
spprepriste sefezrals; emmtains goals related to emocticaal and jinyeical health and measureble
abjectives relsted to goals w/axpected dates for sttaimment; servieces, sctivities, and progrems
plamed for sliemt; frequency of Rx procedures, specific criteria for temination; and plans for
iovolvenmt ¢f Cmily/significant otbecs.

16.

Progress netes docummnt implamentatiocn of Rx plan, clinicsl eourse, petient’s response to
trestamt, of significant others to importent events.

17.

Discharge sumary withis 13 duye;: includes samplete pertinmt infecmtisn regarding Dx findings =d
praogress ia Bx teward schiovensnt of goals. includes sppropriste after care plen.

18.

Thysicien’s signatures typed/stamped w/name, degrees, DIA license mmber.

Reviewed by: Date:

Type of Service:
(cizele)

Cutpt Case Mgn't Tmeryg 1o-home Day Bx
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II.

A.

t ]

APPROPRIATENESS OF DIAGNOSIS/TREATMENT
DIAGHDSIS: Review of the diagnostic process indicates the
following:
yes no NA#

Diagnosis is consistent with history.

Diagnosis is consistent with symptoms.

Diagnosis is consistent with findings.

Alternative diagnosis to be considered:

Secondary diagnosis to be considered:

TREATMENT: Review of the Treatment (Rx) Plan indicates the
following:

Services are consistent with diagnosis.

Services are consistent with severity.

Services are consistent with family’s
needs/family’s capacity to support Rx.

Length of treatment is appropriate.

Intensity of treatment is appropriate.

Alternative Rx Plan to be considered:

Need for treatment supported by data.

NA: Not sufficient information available to determine.
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MGEN JAMES N. RUMBAUGH, JR. CHILD AND ADOLESCENT MENTAL MEALTN CLINIC
ADMINISTRATIVE RECORD REVIEW

T T 1
1TEM YES| MO|N/A|

2.d. Provider is appropriat..y licensed and credentialed to provide mental health services.

(Reference: Contract psrss. C.1.3. - C.1.3.10.)

2.e. Provider's cli...cal privileges has not been limited, suspended, or revoked within five yesrs.
(Reference: Contract para. #.15.)

13. Tx team composition meets contract requirements.

(Reference: Contrect para. C.1.4.7.)

13. Client is CHAMPUS eligible under the age of 18, resides in the Fort Bragg catchment ares, and has o
covered DSM-111-R diagnosis. (Reference: Contract pera. C.1.2.)

19. Documented evidence shows that client eligibility has been verified using the DEERS system.

(Reference: Contract pera. C.5.6.7.)

20. Only suthorized mental health services outlined in psra. C.5. of the contract have been provided, and
mental health services excluded in pars. C.5.2. have not besen provided.
(Reference: Contract perss. C.5. - C.5.2.)

23. 1f client resides outside the caetchment area, the client was seen on an emergency or space available
basis, was provided only normal CHANPUS mental health services, and the CHANPUS fiscal intermediary for
the mid-Atlantic region was properly invoiced for the cost of any services provided.

(Reference: Contract para. C.5.6.5.)

24. 1f transportation was provided, was it based on clinical and socio-economic need and authorized in the

treatment plan? (Reference: Contract pera. C.5.1.22.)
Chart #:

Type of Service:

Comments :

ClOutpt () CaseMgt () Emerg () In-home [ ) DayTx () PtHosp [ ) Res Tx () RTC (1 Inpt

Reviewed by: Date: SURV_FRM.F8 (6/30/92)
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